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Abstract
This portfoho encompasses a compilation of work that I submitted as part of my 
Doctorate in Psychotherapeutic and Counselling psychology. It is divided into three 
dossiers which, combined, demonstrate my varied interests, learning and 
understanding, and my personal and professional development as a counselling 
psychologist. The academic dossier contains a selection of three essays. The first 
explores the dangers of unconscious countertransference associated with play therapy. 
The second discusses whether we, as counselling psychologists, can incorporate our 
understanding and use of the therapeutic relationship when working with clients 
within a Cognitive-behavioural (CBT) fi-amework. The third discusses the cognitive 
approach to working with psychosis. My therapeutic dossier includes a description of 
my four placements through my training as well as my final clinical paper; this 
portrays my journey fi’om the naive young girl I was when I started this course, 
through my personal and professional development, to the counselling psychologist I 
have become. Finally, my research dossier comprises my literature review and two 
empirical research pieces. My hterature review explored the effect of parental styles 
and parental control on adolescents’ relationship with food, alcohol and drugs; 
drawing fi*om the findings of this review combined with my personal interests, 
research questions were established for my research. My first empirical piece is a 
baseline study looking at the influence of parental control, modelling and adolescent 
autonomy on adolescents’ diet and eating behaviour while they live at home. My 
second empirical piece is a longitudinal study looking at the influence of parental 
control, modelling and adolescent autonomy on adolescents’ diet and eating behaviour 
after they left home.
Statement of Copyright
No aspect of this portfolio may be reproduced in any form without written permission 
from the author, with the exception of the hbrarians of the University of Surrey who 
rnay reproduce this portfoho by photocopy, or otherwise, and lend copies to 
institutions or individuals for academic purposes.
Emma Dickens, 2013
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Introduction to portfolio
This portfoho encompasses a compilation of work that I submitted as part of my 
Doctorate in Psychotherapeutic and Counselling Psychology, divided into three 
dossiers: academic, therapeutic practice and research. The purpose of this introduction 
is to famiharise the reader with me and the reasons I decided to embark upon this 
course. Additionally, I aim to outline the three dossiers and the work they contain 
which demonstrates my varied interests, learning and understanding, and my personal 
and professional development as a counselling psychologist.
Coming to counselling psychology
Growing up, my emotional sensitivity, or perhaps better known as empathy, was 
fostered through my experience with my family and my peers. Specifically, 1 have 
always been close to my parents but, like anybody, they had their own difficulties and 
some of these affected me. Firstly, my dad worked extremely hard to provide for us; 
looking back I understand the pressure he was under but, when I was younger, I did 
not. Thus, when he was stressed and became irritable or critical, I took this personally. 
Similarly, whenever I upset my mum, often her way of dealing with this was to stop 
talking to me. As a child I struggled with this as it felt like my mother did not love me 
anymore.
Additionally, until 15,1 was not very popular with my peers so my desire to fit in and 
be liked increased dramatically. Because of this and my adolescent insecurities, I 
became desperate to please people during my teens and I learnt to monitor my parents’ 
(and others) emotions carefully and react accordingly. Importantly though, through 
this I was able to foster my emotional sensitivity and discovered my ability to be there 
for, and listen to, others and make them feel at ease; suddenly I had a role, people 
turned to me for support. I believe this is where my desire to understand how others 
are feeling and to help them first emerged.
My study of psychology at A-level then encouraged my interest in humans and, 
simultaneously, I began to think more critically about the world around me. For 
example, I have family in South Africa and holidayed there regularly; while the 
cultural divide was always evident to me, as I matured I found myself pulled between
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understanding the fear that many people felt due to the high level of crime committed 
by the indigenous population and sad for the plight of those who were suffering due to 
poverty and prejudice. Thus, I felt a growing discomfort that people just saw ‘colour’ 
or ‘money’ instead of the individual who was suffering. This further encouraged my 
desire to understand those in distress and their unique experience.
Thus, after A-levels, I studied psychology at university. I was predominantly 
interested in the human aspect of psychology; understanding the individual, why they 
develop into who they are and ideas about human distress. Additionally, I began to 
develop my skills as a scientist-practitioner and became involved in various research 
projects. One I particularly enjoyed was when I went to schools to speak to children 
about the lessons they had recently received on race and gender; I assessed, using 
different interactive methods, whether this had an influence on their understanding 
and attitudes towards others. Working this way helped me combine my emotional 
sensitivity with an academic role and I began thinking about the possibilities to extend 
this role after finishing my course.
Additionally, I want to acknowledge briefly my eating behaviours here as they caused 
me distress during University for which I sought therapeutic help (I refer to my eating 
behaviours specifically in my research so will not discuss them in-depth now). 
Unfortunately, the therapy I received did not help me; I was seen by a therapist who 
used manualised-CBT. After this experience, I realised the importance of 
understanding and working with the individual in a way that is tailored to them. 
Furthermore, it planted an idea in my head; maybe I could consider counselling as my 
profession.
After university, I knew I wanted to continue with psychology and perhaps work in a 
counselling setting, but I was still unsure. It was around this time, however, that my 
Nana died. One evening my cousin rang and, sobbing, told me Nana had died in a car 
crash; I then had to explain to my father that his mother was dead. Even today this is 
indehbly scratched into my memory; I can never shake that feeling of utter 
helplessness in the face of his pain. I tried to look after him that evening; there was not 
much I could do but I sat with him while he processed what had happened. It was this 
desire to help and a realisation that being there with him was useful to some extent
that was the final push I needed to reahse I wanted to help others in distress in a 
professional capacity.
So I searched for a course and counselling psychology appeared to fit with the way I 
wanted to work with human distress, particularly its emphasis on ‘being with’ the 
chent which resonated with me due to my recent experience with my father (see final 
clinical paper for further reflections on why counselling psychology attracted me). 
Now, after four years, I am presenting my portfolio to you. I think my portfolio 
reflects my particular interest in working with a younger population but I have 
endeavoured to portray my experience of working with different chent groups and 
openly engaging with diverse theories. Additionally, I believe my portfoho reflects 
my developing stance as a scientist-practitioner; over time I have become more open 
to including my opinions and criticisms and have included more examples of my 
therapeutic work.
Some amendments have been made to improve my work based on marker feedback; 
however, I have endeavoured to maintain much of the original so the reader can 
observe my development over the years. I will now introduce the dossiers and the 
work they contain.
The academic dossier
The academic dossier contains a selection of three essays, reflecting my theoretical 
and therapeutic interests as I progressed through my training. My first essay explores 
the dangers of unconscious countertransference associated with play therapy; I wrote 
this essay at a time when I was particularly intrigued by feelings ehcited in me when 
working with children and my reactions to these. I feel this essay reflects my 
development into a more reflexive practitioner; it helped me gain a deeper 
understanding of the relational aspeets of thé therapeutie proeess and I realised the 
importance of understanding my feelings within the therapeutic setting and working 
creatively with these.
My second essay discusses whether we, as counselling psychologists, can incorporate 
our understanding and use of the therapeutic relationship when working with chents 
within a Cognitive-behavioural (CBT) framework. This essay was written in the first
few months of my CBT-orientated year and reflects my early stance on CBT. While 
this mirrors my stance today, I have acknowledged elsewhere how this approach has 
not always been easy practically (final clinical paper). Despite this, writing this essay 
helped me realise I could maintain my focus on the therapeutic relationship while 
using CBT. This also fits with my broader stance as a practitioner; I do not believe 
any one model is suitable for every client but by maintaining the centrality of the 
therapeutic relationship and keeping the client’s needs in mind, whatever model is 
being employed, it can be used ethically, for therapeutic benefit.
My third essay discusses the cognitive approach to working with psychosis. This 
essay was influenced by my placement at the time, an early intervention service for 
psychosis, and my supervisor’s relational, warm approach to working with these 
clients. It illustrates my attitude to de-pathologismg mental health, my stance in 
relation to the medical-model and my desire to work with clients in an ethical, 
respectful manner taking into account their phenomenological experience. This essay 
helped me develop my theoretical understanding of psychosis, thus informing my 
future practice, and reinforced the importance of keeping up with the current 
evidence-base and research to guide and support my client work.
All these essays are located within my own practice, using clinical vignettes, and 
reflect my desire to understand the emotional, relational and contextual aspects of 
chent work and apply this to my own practice in a considered, ethical and effective 
manner.
Therapeutic practice dossier
This dossier contains a description of the clinical placements I have completed. My 
first placement was an occupational-health department which provided clients ‘off 
sick’ fi*om work with therapy to get them back to work; that year I adopted a person- 
centred approach. After failing my viva in year one, I returned to this placement for 
six months. My second placement was a charity service for children affected by 
domestic violence where I practiced child-centred play therapy informed by 
psychodynamic theory. My third placement was in an NHS psychotherapy department 
offering long-term psychodynamic psychotherapy for those with complex mental 
health needs. My final placement was an NHS early-intervention service for psychosis
offering clients a cognitive-behavioural approach. Additionally, I co-facilitated a 
cognitive stimulation group in my final year (in a CMHT) for older adults with 
dementia.
This dossier also contains my final clinical paper which portrays my journey from the 
naive girl I was when I started this course, through my personal and professional 
development, to the counselling psychologist I have become.
The research dossier
The research dossier contains my first year literature review and my second and third 
year research reports.
Literature Review
My hterature review explored the effect of parental styles and parental control on 
adolescents’ relationship with food, alcohol and drugs. There were personal reasons 
for this topic choice. Firstly, I was fascinated by childhood and adolescence during my 
undergraduate degree and, thus, wanted to focus on this age group. Secondly, growing 
up, I felt controlled by my parents and often resisted them by staying out late and 
drinking or eating whatever I wanted; this often resulted in me over-eating and over­
drinking. However, as I matured I began to realise tiiat my parents only had my best 
interests at heart and the need to resist their demands changed to a need to understand 
them and the impact they had on me; hence the focus on parental control and parental 
styles. Additionally, I chose to review hterature relating to parental influence over 
adolescent drug consumption; all three factors are still prominent in our society and, 
thus, it felt meaningful to consider all three.
Therefore, this piece presents a review of the available empirical literature relating to 
parental styles and control on adolescents’ relationship with food, alcohol and drugs; 
imphcations for counselling psychology are also discussed. Interestingly, looking 
back now, this piece clearly reflects an early stage of my development as a scientist- 
practitioner. Therefore, after considering the feedback, I chose to edit the literature 
review to assimilate some of my new understanding and have specifically removed the 
references to excessive appetites (please see ‘personal reflections’ in my literature 
review for my discussion of this).
Lastly, trying to incorporate adolescents’ relationship with food, alcohol and drugs 
into 8,000 words was difficult and so I decided to focus on one area for my research; 
food. Furthermore, the review revealed a need for longitudinal research that 
considered both parental and adolescent perceptions. Therefore, drawing fi*om the 
findings of my literature review eombined with my personal interests (see below), 
potential research questions were established for my research; as the questions lent 
themselves to a quantitative approach both my empirical pieces adopted this 
methodology.
Empirical research
My first empirical piece considers the influence of parental control, modelling, and 
adolescent autonomy on adolescents’ diet and eating behaviour whilst living at home.
I chose to focus on these aspects of an adolescent relationship with food because I 
found the existing literature relating to diet interesting and wanted to extend this, 
particularly into areas that are relevant to today’s adolescent such as unhealthy snacks 
and unhealthy meals, due to the rising culture of snack- and fast-foods. While one’s 
diet does not necessarily lead to psychological distress, it certainly can and I believe 
that this and associated difficulties such as obesity are important to consider in our 
line of work.
I also chose to expand this further to include eating behaviours because of my 
personal and ther^eutic experience. There are many people who experience a 
difficult relationship with food and although they do not have a diagnosis, they still 
experience distress; I was one of these people (I discuss this in my ‘personal 
reflections’ after both empirical pieces). This reflects my stance as a counselling 
psychologist; I do not adhere to the medical-model but instead advocate the view that 
anyone, diagnosis or not, might have a difficult relationship with food. Finally, while I 
acknowledge that there are many factors that influence an adolescent’s relationship 
with food, I chose to focus on parental control due to my literature review and my 
personal experience to develop our understanding in this area.
Conducting this research took a lot of time and hard work; I travelled to many 
colleges, built relationships with teachers and spent much time administering and 
collecting my questionnaires; fi’om this I gained a wealth of experience in planning
and conducting research. My research also influenced my professional development; 
for example, in my second year I presented my research and talked about counselling 
psychology to a large group of year 13 students. I enjoyed this experience and it 
reinforced for me the importance of disseminating research, valuing our stance as 
scientist-practitioners and taking pride in our profession.
My second empirical piece is a continuation of my first; a foUow-up longitudinal 
analysis exploring the influence of parental control, modelling and adolescent 
autonomy on adolescents’ diet and eating behaviour once they have left home. This 
year I also included a content analysis in my analysis to broaden my experience of 
using different methods and develop my research skills. This research was also 
challenging for me as increasingly I had to hold the tension between the assumptions 
of my positivist research and my developing stance as a practitioner whereby I value 
the phenomenological experience of the client; I have used my personal reflections to 
attend to this difficulty. The discussion and conclusion sections of both pieces make 
references to counselling psychology and suggestions for future research.
Taken as a whole, I believe that my portfoho reflects my overall relational, pluralistic 
stance as a counselling psychologist, as well as my varied interests, and I hope you 
enjoy reading it.
Academic Dossier
Introduction to academic dossier
The academic dossier contains three theoretical essays written in the second and third 
years of my training. The first theoretical essay explores the dangers of unconscious 
countertransference associated with play therapy. The second essay discusses how we, 
as counselling psychologists, can incorporate our understanding and use of the 
therapeutic relationship when working with chents within a CBT fi:amework. The 
third essay focuses on psychosis and the cognitive model. Please note that while these 
papers have been amended based on marker feedback since they were first submitted, 
they have not been significantly changed. Thus, they portray the development of my 
understanding throughout the years on this course and reflect my developing aptitude 
to criticaUy analyse and write academically.
Academic Dossier
Essay one
Explore the dangers of unconscious countertransference associated with play
therapy.
Countertransference is a widely acknowledged term in psychotherapy today (Hofsess 
& Tracey, 2010). Once developed by Freud (Miller, 2008), it is now seen by many as 
a vital tool in understanding the chent (Heimann, 1950; Mishne, 1983). However, 
before Freud saw the benefits of working with countertransference, he dismissed it, 
deeming it a disturbance in psychother^y (Freud, 1910; Zachrisson, 2009). Although 
this was a hmited view of countertransference and, therefore, is less accepted today, 
problems relating to countertransference still exist in psychotherapeutic practice.
However, such a complex phenomena cannot be adequately reviewed in its entirety in 
this essay. Therefore, I have chosen to focus on the dangers of unconscious 
countertransference associated with play therapy. Furthermore, I wiU look at how 
those working with children can become aware of their own countertransference 
reactions and how they can avoid the dangers of countertransference when it remains 
out of consciousness.
There is a lot of conflict over countertransference and how it should be defined 
(Bernstein & Glenn, 1988; Freud, 1909; Gelso & Hayes, 2007; O’Connor, 1991).
However, generally, and for the premise of the current paper, it is understood that 
countertransference compromises ‘the therapist’s feelings, cognitions and behaviours 
that occur in response to the dynamics occurring in the counselling relationship that 
stem fi’om either the therapist’s unresolved issues or fi*om the maladaptive behaviours 
ehcited by the client (Hofsess & Tracey, 2010, p.52); as an addendum, for me the term 
‘maladaptive behaviour’ implies a negative judgment on the individual’s behaviour 
and, thus, I prefer the term ‘unhelpful behaviour’ as usually that behaviour has been 
adopted for a reason but may no longer be beneficial for that person. Lastly, 
countertransference can be both conscious and unconscious (Marshall, 1979; Metcalf,
2003). If the therapist is consciously aware of his countertransference, then it can be a 
fundamental tool in understanding the child’s play (Heimann, 1950; Miller, 2008;
Mishne, 1983). It is when countertransference remains unconscious that problems 
arise (Gelso & Hayes, 2001).
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In comparison to the literature on countertransference in adult ther^y, that on play 
therapy is somewhat scarce. Yet, from what little there is, it is apparent that 
countertransference in working with children is distinguishable from 
countertransference that arises when working with adults (Ekstein, Wallerstein & 
Mandelbaum, 1959). The most salient reason for this is that therapy with a child not 
only involves the child and the therapist, but also the child’s parents (Bernstein & 
Glenn, 1988; Ekstein et al., 1959). As Feigelson (1974) wrote, with play therapy far 
more than adult therapy, the original parental objects are still a part of the client’s 
present world.
Additionally, the child’s processes of internalization are far less established than an 
adult’s (Feigelson, 1974) and they are also innately regressive (Branded, 1992). 
Therefore, many agree that countertransference reactions in play therapists exceed 
those of adult therapists (Branded, 1992; Gabel & Bemporad, 1994; Kohrman, 
Fineberg, Gelman, & Weiss, 1971). Furthermore, some have suggested that self­
observation is harder to maintain with children as the therapy can be far more action- 
oriented (Feigelson, 1974) and resistance to self-observation might be high as negative 
feelings towards children can be difficult to face (Gabel & Bemporad, 1994; 
Schowalter, 1985). Thus, unresolved needs of the therapist can lead to unhelpful 
responses in the therapy (Landreth, 2002).
Some countertransference feelings that can arise in play therapists include feelings of 
failure, anger, frustration, impotence and incompetence (Marshad, 1979). While these 
are exceptionally important to consider, these feelings are also common in adult 
therapy. As stated earlier, the types of countertransference more specific to play 
therapy and, thus, being considered in this paper, are those that involve not only the 
child and the therapist but the child’s parents too (Bernstein & Glenn, 1988; Ekstein et 
al., 1959). Metcalf (2003) in a more recent paper referred to adopting a critical or 
nurturing parental role and over-identification with the chent or the parents as types of 
countertransference particularly associated with play therapy.
The adoption by a therapist of a critical or nurturing parental role is often due to one 
of two reasons: a reaction to the child’s parental transference on to the therapist or 
because of the therapist’s internal world which is based on their past (O’Connor,
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1991). Cattanach (1994) proposed that the therapist who models a critical T know 
best’ attitude towards the child wiU only restrict the play therapy process or, worse, 
exacerbate the problems that the child is already facing. More contentious is the 
negative impact of adopting a nurturing parental role in play therapy; it could be 
argued, and I would agree based on my personal therapeutic experience, that 
nurturance is often exactly what a child receiving therapy needs.
However, it is possible that, in such cases, anything can become permissible in the 
therapy setting (Gabel & Bemporad, 1994; Kohrman et al., 1971) and, thus, 
boundaries may be forgotten and a secure, containing environment no longer provided 
for the child. The role of therapist should ‘be a person who offers consistency and 
facilitates the explorations required by the child to further develop their internal model 
of the outside world and a clear sense of their identity in that world’ (Cattanach, 1994, 
p.56). If either a critical or overly-nurturing role is adopted, then the therapist is 
caught up in the countertransference and is no longer focusing on what the client 
actually needs.
Developing Metcalfs (2003) assertion, I suggest that, as a play therapist, you could 
also become the neglecting parent in the countertransference. One example given by 
Marshall (1979) is of a ten year-old boy receiving play therapy due to his poor school 
performance and difficulty in his relationships with his peers. The therapist became 
annoyed and bored in the sessions as the child would often fall asleep and would not 
interact with him. Importantly though, he was able to reflect on this process and, 
through exploration, understand that the boy had experienced his father as neglectful 
fi’om the age of seven and was enacting this in his transference.
Therefore, rather than becoming neglectful himself by remaining uncaring and bored, 
the therapist used his countertransference to understand the intra psychic difficulties 
within the client (Marshall, 1979). Nevertheless, this process of self-reflection is not 
easy (Schowalter, 1985) and so becoming the neglecting parent in the 
countertransference is always possible. Therefore, the child analyst has been 
‘warned...about not glossing over as normal, unconscious mothering and fathering 
feelings’ (Kohrman et al., 1971, p.489) as the child’s difficulties may remain 
unresolved or they may be forced into acting out solutions to the ther^ist’s failings.
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Another common countertransference reaction in play therapy is to over-identify with 
the child or parents (Metcalf, 2003). Firstly, as Wittenberg (2008) stated, it is essential 
that a play therapist not get caught up in considering only the child’s needs. However, 
it can be easy to get lost in the fantasy of rescuing the child from their ‘wicked’ 
parents (Ekstein et al., 1959); even taking it as far as redressing the wrongs that have 
been inflicted on them in the past by their own parents (Gabel & Bemporad, 1994). 
One example, provided by Gabel and Bemporad (1994), was of a young therapist who 
identified, not just empathised, with a neglected child due to his experience of being 
moderately neglected by his own parents. He ended up as the go-between; the child 
had leamt to utilise the therapist’s unresolved negative feelings towards his parents to 
get what he wanted from his own parents. A second illustration of this 
countertransference is when the therapist, in reaction to the difficulties he faces with 
the child in the session, blames the parents for creating an unmanageable child rather 
than facing up to his negative countertransference. Thus, avoiding rather than 
processing countertransference feelings in this way is counter-therapeutic.
Secondly, Wittenberg (2008) also warned against accepting the parents’ omnipotent 
fantasy of being all-knowing. Over-identification with the parents can occur as the 
play therapist is dependent on their cooperation and, therefore, may feel pressured to 
focus on the behavioural improvement of the child in line with parental expectations 
(Feigelson, 1974). Thus, rather than being provided with a safe, empathie space, the 
child in this situation may be forced into compliance, in turn increasing his 
symptomatology. Furthermore, as the therapist is focused on the child’s behaviour, he 
might miss important clues about the intrapsychic difficulties the child is facing. 
Unfortunately, when this occurs, the chent’s needs are ignored and the therapy may 
not progress.
Furthering this, due to a lack of self-awareness, the therapist may unconsciously avoid 
certain feelings or interpretations in the therapeutic encounter with a child. One 
example is where a therapist may feel disgusted by an abused child’s sexual 
transference onto them and avoid these feelings altogether, instead focusing on safer 
issues (Gabel & Bemporad, 1994; Marvasti, 1992). Another example comes from my 
personal experience; I have been caught up in avoidance of anger in the therapy
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sessions with a ten year old boy who has been sexually abused. In our sessions, I 
found myself ‘letting’ the two of us get distracted by the active games that he wanted 
to play. This meant there was no space to think about the process or feehngs that we 
might be avoiding; this was easier than facing my own resistance to his aggression. 
Lastly, the then^ist may avoid self-reflection itself because it is easier to beeome the 
nurturing parent, or identify with the client against the parents, as these feelings ‘fit’ 
with the empathie persona that the profession demands (Gabel & Bemporad, 1994).
Therefore, one of the main dangers of unconscious countertransference is that the 
chent’s needs get lost or forgotten because the therapist is ‘caught up’ in the 
countertransference. Thus, while I understand that such countertransferential reactions 
do occur, and may be common, it is imperative that we as practitioners continuously 
reflect on our feelings and difficulties within the therapy room, all the while keeping 
the child’s needs and an understanding of their difficulties at the centre of our 
thinking.
However, a second danger is when the ther^ist ignores his own needs which can also 
contaminate the therapy (Waksman, 1986). Typical in our culture is to maintain a 
‘stiff upper hp’ and Miller (1990) ^ tly  states that ‘many people.... are proud of their 
lack of sensitivity towards their own fate and above all towards their own childhood’ 
(p.xi). However, play therapy, especially that with abused or neglected children, can 
ehcit strong feelings in the therapist that relate to their past (Cattanach, 1992). If these 
feelings remain ignored or unresolved, this can have disastrous consequences for the 
therapy and for both the child and the ther^ist.
For example, Rogers, in a commendably honest account of her struggle in working 
with a five year old boy in ‘A Shining Affliction’ (Rogers, 1995) described how, due 
to her repression of memories and feelings fi’om her past, she suffered a breakdown 
for which she was hospitalised. The boy she was seeing for play therapy had been 
severely neglected throughout his life and in sessions he acted out his aggression 
towards the mother who left him. At a critical point in his play, Rogers found she was 
unable to contain her countertransferential response to his transference and her 
professional and personal stability was compromised as a result (Gil & Rubin, 2005).
13
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This novel is a powerful story of breakdown but also of how Rogers worked though 
this and rebuilt herself so she was able to return to play therapy with the child 
(Rogers, 1995). However, such resolution is not always possible and, therefore, it 
seems that for a play therapist, becoming aware of his own countertransference before 
neglecting his own or the client’s needs is vital.
For this reason, to be able to work with a child, the play therapist must consider what 
the child’s transferences are and acknowledge and remain aware of these in order to 
maintain the boundaries during and after the sessions (Gill, 1991). However, this is 
only possible if the therapist is self-aware and has not become caught up in the 
countertransference. Therefore, what is also necessary is self-reflection in personal 
therapy. Rogers (1995) gave an account of how her work with her therapist, after her 
breakdown, was fundamental to her being able to understand what had happened to 
her and how her own past had influenced her current circumstances. Additionally, 
without therapy, Rogers would not have been able to return to play therapy with the 
child who had ehcited such feelings of anguish in her. Therefore, to be able to work 
well with children the therapist must reflect on his past and, specifically, any 
unresolved confhcts in his relationship with his parents (Feigelson, 1974).
Not only this, but the play therapist must use supervision to discuss each child he is 
working with to understand the specific countertransferential reactions that may arise 
with each. ‘Therapists’ awareness of their countertransference feelings allow them to 
remain engaged productively in the therapeutic intervention’ (Robbins & Jolkovski, 
1987, p.279) and, therefore, is crucial to understanding the child (Bernstein & Glenn, 
1988; McCarthy, 1989; Wright, 1985). However, as Feigelson (1974) has shown, it 
can be difficult to reflect on countertransference reactions during play therapy as the 
sessions can be particularly active and, therefore, there are more likely to be 
countertransference interferences in this kind of therapy.
Consequently, supervision is essential as it provides the therapist with a space to 
reflect on the ‘blurring of the separation between the patient and the therapist’s 
evoked childhood sense of self (Gabel & Bemporad, 1994, p. 115). One example of 
this, provided by Gabel and Bemporad (1994), is of a trainee thenç)ist who was
14
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intimidated by the child’s wealthy and high-flying father. He found himself, during 
the sessions with the child, disparaging the father under the guise of helping the child 
understand that his father was only human. Without supervision, this trainee would 
not have seen how his own feelings of inferiority, stemming from growing up in a 
working class family, meant he was neglecting the child’s needs.
A second example is from my own personal experience with the client I mentioned 
earlier. I found that only through supervision was I able to reflect on my resistance to 
his anger, as in the sessions I was caught up in the countertransference and was unable 
to maintain my reflexivity. However, through supervision I was provided with a safe 
space to understand why we might be avoiding his anger and how some of the games 
in the room might have been contributing to this. Clearly, ‘having a space to think 
about the processes and mechanisms that are enacted when working with these 
children is crucial’ (Ralph, 2001, p. 175); had I not received supervision, I am certain 
my work with this child, who needed a safe, containing environment, would have 
suffered.
Yet, despite the assertion that it is harder to self-reflect in play therapy than in adult 
therapy, I have not offered any solutions that are more specific to play therapy. The 
use of personal therapy and supervision is, of course, imperative in work with 
children, but are there more specific techniques for play therapy? The answer is yes, 
but only a few have been suggested. Rubin (1994) has proffered that, as art is used a 
lot in work with children, it could also be used as part of the therapist’s own personal 
reflection. Art can be a medium through which the therapist can understand himself 
better, resolve countertransference issues and can aid his work (Rubin, 1994). 
Furthering this, Gil and Rubin (2005) suggested the use of art therapy and sand tray 
techniques in supervision or in the therapist’s own personal reflection time. They 
advocate that such techniques can ‘augment perceptions, narrow or expand focal 
points and access, and use affect and energy in the therapy relationship’ (Gil & Rubin, 
2005, p.94).
Cattanach (1992) also suggested dramatic play could be used to unpack the dynamic 
relationship between the child and the therapist, or the therapist and the supervisor.
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Dramatic play involves acting out scenarios, often those that have occurred in the 
session with a client, in order to help the ther^ist expand his understanding of the 
process that occurs in his therapeutic interactions (Cattanach, 1992). This, either one- 
on-one, or in a group, is a type of supervision that can bring more enjoyment to a 
process that can otherwise become repetitive. Thus, all three of these techniques are a 
way for the play therapist to practice the specific skills used in play therapy and 
receive feedback on these in a safe and containing environment (Frick-Helms, 2008). 
As Cattanach (1994) pertinently put it, ‘we can only offer the child the safety of that 
‘empty space’, the playing space, to help heal the hurt if we also have our own safe 
place to explore our practice and heal ourselves’ (p.67)
In conclusion, there are two main dangers of unconscious countertransference in play 
therapy: ignoring the client’s needs and ignoring one’s own needs as the therapist.
This can manifest itself in a variety of ways including avoiding uncomfortable 
feelings or interpretations and the therapist unconsciously redressing the wrongs he 
has suffered in his past through their chents. In order to avoid the trap of becoming 
caught up in the countertransference, the play therapist must reflect on the process and 
his own feelings in order to consider what the chents’ transference is and what his 
countertransference is.
This can be facilitated through personal therapy and supervision. Furthermore, 
techniques such as art therapy, sand tray and dramatic play employed during 
supervision can be especiaUy beneficial. Ideahy, ‘with awareness should come the 
ability to use what one has leamt fi’om the past to work in the present. The goal of 
therapy is to create this sort of awareness in the client’ (Cattanach, 1994, p.57). 
Therefore, to avoid the dangers of unconscious countertransference in play therapy, 
the therapist must be willing to work on himself so that he can recognize his own 
countertransference and use it as a tool to help understand the client, rather than 
restrict the therapeutic process.
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Essay two
Can we, as counselling psychologists, incorporate our understanding and use of 
the therapeutic relationship when working with clients within a CBT
framework?
Introduction
As counselling psychologists, we consider the therapeutic relationship central to. our 
practice (Rizq, 2010) and believe this unique relationship makes therapeutic change 
possible. However, we are faced with a dilemma. Current training is structured around 
three core modalities, one of which is cognitive-behavioural therapy (CBT). Yet, 
historically CBT has been criticised for not paying sufficient attention to the 
therapeutic relationship (Sanders, 2010). Thus, it may be imperative that we consider 
whether we can incorporate our understanding of, and use of, the therapeutic 
relationship when working within a CBT fiumework.
There is no unified agreement on a definition of the therapeutic relationship. Some 
describe it as a“ unique relational space where the existence of two people comes 
together and narratives are co-created” (Parpottas, 2012, p.97), others suggest it is “the 
attachment bond and collaboration between the client and therapist” (Raue, Goldfiied,
& Barkham, 1997, p.582). These descriptions all share elements, although it is beyond 
the scope of this paper to deliberate over the definition. Therefore, I have used Gelso 
& Carter’s (1985) straightforward and over-arching description of the therapeutic 
relationship as “the feelings and attitudes that the counselling participants have 
towards one another and the manner in which these are expressed” (p. 159).
Counselling Psychology and the Therapeutic Relationship
As counselling psychologists, we emphasise a “value base grounded in the primacy of 
the therapeutic relationship” (Larsson & Brooks, 2012, p.32) and conceptualise the 
therapeutic relationship as one of the most significant factors influencing outcome in 
therapy (Woolfe, 1996). Furthermore, our philosophical foundation emphasises the 
importance of how we are with the client rather than what we do to them, which is 
reflected in our shift away from the ^plication of techniques to a focus on ‘being-in-
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relation’ (Strawbridge & Woolfe, 2010). In our view, the therapeutic relationship is 
always central to practice.
In order to achieve a focus on the therapeutic relationship when using CBT, it is 
important to consider how the therapeutic relationship has been conceptualised within 
CBT itself.
The therapeutic relationship and CBT
CBT emphasises the role of cognitions in influencing emotional, physiological and 
behavioural reactions and recommends that therapists use techniques to help each 
chent evaluate his/her thinking in a realistic tight which should effect emotional and 
behavioural change (Beck, 2011). Yet, a common criticism of this approach is that the 
therapeutic relationship is somewhat disregarded (Giovazotias, 2004). This is not 
entirely accurate - even early CBT practitioners understood the need for the therapist 
to be empathie, open and warm to foster the therapeutic relationship (Beck, Rush, 
Shaw & Emery, 1979) and promoted the use of collaborative empiricism whereby the 
therapist works with the client to establish the course of therapy (Beck, Emery and 
Greenberger, 1985).
However, it was also suggested by many that in CBT a positive relationship was “seen 
as necessary, though not sufficient, for change to occur” (Hardy, Cahill & Barkham, 
2009, p.25). Specifically, early CBT practitioners thought a positive therapeutic 
relationship was merely useful for increasing the success of therapeutic techniques 
(Crits-Christoph et al, 1991). As CBT aims to teach the client to become their own 
therapist, change was instead thought to occur through psycho-education and teaching 
techniques (Giovazolias, 2004).
More recently, however, there has been a general shift in thinking relating to the 
therapeutic relationship due to research on the impact of specific and non-specific 
factors on therapeutic outcomes. ‘Specific’ factors refer to techniques particular to 
each psychotherapy; ‘non-specific’ factors are common to all forms of psychotherapy 
(Safian & Segal, 1996). The therapeutic relationship is a non-specific factor and 
studies have found it is key to therapeutic outcome (Ford, 1978; Norcross, 2002; 
Orlinsky & Howard, 1986; Rabavilas, Boulogouris & Perissaki, 1979; Sloan, Staples,
2 1
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Whipple & Cristol, 1977) regardless of the therapeutic model employed (Hovarth & 
Symonds, 1991).
Historically CBT has focused less on non-specific factors than specific techniques 
(Katzow & Safran, 2009) but, reflecting this recent shift in psychological thinking, 
CBT is changing. Now, CBT treatment manuals and books highlight the importance 
of the therapeutic relationship (Davidson & Tompkins, 2000; Gilbert & Leahy, 2009; 
Safi-an & Segal, 1996) and many CBT therapists conceptualise the therapeutic 
relationship as an integral feature of therapeutic intervention (Leahy, 1993; Safiun & 
Segal, 1996; Young, Klosko & Weishaar, 2003).
Therefore, CBT’s conceptualisation of the therapeutic relationship as central to 
therapeutic change now more closely resonates with the counselling psychology ethos.
Counselling psychology, CBT, and the therapeutic relationship
According to Gelso and Carter (1994) the three components of the therapeutic 
relationship are the working alliance, the real relationship and the transference 
relationship.
The Working Alliance
The working alliance is an “alignment of the reasonable self or ego of the client and 
the therapist’s analysing or “therapizing” self or ego for the purpose of the work” 
(Gelso & Carter, 1994, p.297). For counselling psychologists, this alliance will differ 
depending on the therapeutic approach they take as all forms of psychotherapy have 
embedded working alliances (Bordin, 1979). Thus, it seems reasonable to assume that 
when using CBT, both CBT practitioners and counselling psychologists will adopt a 
similar working alliance. Specifically, CBT practitioners explicitly foster the working 
alliance through collaboratively setting agendas and goals with clients; when working 
within this fiumework, counselling psychologists would do the same. But what about 
the other components of the therapeutic relationship?
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The Real Relationship
The real relationship is the relationship where participants view each other in an 
accurate and reahstic light (Gelso & Carter, 1994). Counselling psychologists believe 
that the real relationship has therapeutic value in itself and that fostering a positive 
relationship, while allowing space for expression of negative feelings, is essential for 
facilitating therapeutic change. Additionally, we understand that the core conditions of 
empathy, unconditional positive regard and congruence (Rogers, 1957), regardless of 
the type of therapy used, are essential to foster the therapeutic relationship.
This approach is akin to current CBT practice. CBT therapists promote the facilitation 
of a transparent, empathie and warm therapeutic relationship and encourage the use of 
this relationship as a means through which the client’s needs can be vahdated and to 
create a safe space to talk about when they feel invalidated (Key sers, Schaap & 
Hoogduin, 2000; Leahy, 1993). Thus, fostering the real relationship is seen as a 
genuine treatment goal, although sometimes less explicitly stated. Safran and Segal 
(1996) also suggest that a positive therapeutic relationship can be utilized to foster 
hope in the possibility of change and to cultivate a collaborative approach. 
Furthermore, it is now acknowledged in CBT that the real relationship can be 
intrinsically therapeutic as the client may never before have been truly listened to 
(Goldfried & Padawer, 1982). For that reason, the real relationship in CBT can be 
extremely important for the client, which resonates with the value-base of counselling 
psychologists.
Vignette 1
To illustrate, I present a client experiencing psychosis with whom I used a CBT 
approach. Miss L believed she was ‘evil’ and possessed by the devil. She severely 
self-harmed and experienced intense feelings of shame regarding her symptoms and 
did not believe therapy could help. My first aim was to provide her with a warm, safe 
and validating ‘real’ relationship to facilitate her engagement in therapy. Thus, I 
assumed a humanistic stance of curiosity and openness, adopting Rogers (1957) core 
conditions. Additionally, I used compassionate statements in order to help build Miss 
L’s compassion for herself (Binne, 2012) as well as normalisation (Dunn, 2002); I did 
all this while socialising her to how CBT works. In essence, I was being ‘human’
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within a client-led, active-focused CBT framework (Josefowitz & Myran, 2005) 
which provided Miss L with a unique experience where she felt listened to, 
understood and contained, but also with a growing hope that things could change (see 
essay 3 for specific reflections on my use of CBT with Miss L).
Therefore, we as counselling psychologists can easily incorporate our 
conceptuahsation and use of the real relationship when using CBT as it is also how 
CBT therapists propose the real relationship should be understood and used.
The transference relationship
Although fostering the real relationship is a key therapeutic task, counselling 
psychology also acknowledges that a focus on the transference relationship, in the 
here-and-now of a therapy session, has inherent value in itself. According to Gelso & 
Carter (1994) “transference is the repetition of past conflicts with significant others, 
such that feelings, attitudes and behaviours belonging rightfully in those earlier 
relationships are displaced onto the therapist; and countertransference is the therapist's 
transference to the client's material” (p.297). As counselling psychologists, we utilise 
these phenomena, and often use our observations to inform our interventions.
In contrast, CBT therapists have traditionally paid little attention to the cultivation and 
management of (counter)transference assuming that this would have little impact on 
the client’s functioning outside of therapy (Safi*an & Segal, 1996). However, 
nowadays, while CBT therapists might not employ these psychodynamic terms 
(Laughton-Brown, 2010; Prasko et al., 2010) the phenomenon of 
(counter)transference is no longer ignored. Now it is argued that the therapeutic 
relationship can be used to provide evidence of the client’s current functioning and to 
help formulate hypotheses about the chent’s behaviour in and out of therapy (Amkoff, 
1983).
Specifically, what occurs between client and therapist may trigger a client’s mental 
representations of self and other, known as their ‘interpersonal schemas’; the chent 
may react to the therapist in a manner consistent with these schemas. Analysing such 
interactions can facilitate understanding into the client’s problem behaviours, 
particularly those that originally brought them to therapy (Safi-an & Segal, 1996).
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Additionally, the therapist can use his or her own reactions to the chent to help 
identify problematic areas in the client’s life (Goldfried, 1980). Therefore, an 
appreciation of the concept of transference and countertransference can inform the 
cognitive behavioural therapist’s understanding of a client’s dysfunctional thoughts, 
feelings and behaviours .(Prasko et al, 2010) and utilising the therapeutic relationship 
can help modify interpersonal schemata and behaviours (Giovazolias, 2004).
Vignette 2
When Miss L first spoke about her self-harming, I was struck by the serious risk she 
was posing to herself, but we both quickly moved onto other issues. Only after the 
session (and no longer caught up in my countertransferential reactions), I realised I 
had not assessed the risk with her as I should have; it became clear to me that Miss L 
hid the seriousness of her risky behaviour, and the intense feelings driving this 
behaviour, by putting on a ‘mask’. This protected her from being criticised and 
behttled but also meant people rarely noticed when she needed help, just as I had not. 
In the next session I tentatively reflected this understanding; in reaction. Miss L 
admitted how depressed and hopeless she was feeling. My internal reactions (or initial 
lack of) enabled me to understand Miss L’s belief system and her problematic 
behaviours. We, thus, developed a better understanding of her behaviour, providing us 
with potential areas to work on using CBT techniques and allowing Miss L space to 
express her deepest feelings.
Therefore, in CBT the therapeutic relationship is a space in which the client’s 
maladaptive relational styles and unhelpful thinking can be identified and worked with 
(Amkoff, 1981; Goldfried & Padawer, 1982). Through being aware of what is 
occurring between themselves and the chent, the therapist can use this information to 
conceptuaUse what is occurring (Ashley, 2010; Liotti, 1991); this can improve 
understanding relating to the client’s maladaptive behaviours and guide the therapist’s 
interventions carefully (Katzow & Safran, 2009). I beheve this coincides well with the 
values of counselling psychology as we aim to fit theory and technique to our clients 
(Boucher, 2010) and we use the therapeutic relationship directly to understand the 
chent better and inform our practice. This similarity to counseUing psychologists’ use
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of the therapeutic relationship is also reflected in how therapeutic ruptures are now 
dealt with in CBT.
The therapeutic relationship and ruptures
In the past, ruptures in CBT have been viewed as diffleulties to overeome using 
manuahsed techniques; but this failed to acknowledge that working with these 
difficulties is central to the change process (Muran et al., 2009). However, with the 
shift in focus onto the therapeutic relationship, ruptures are now seen as potential 
sources of knowledge, just as they are in counselling psychology.
For instance, Holforth and Catonguay (2005) have suggested that ruptures “occur 
because the therapist activates and engages in maladaptive interpersonal cycles that 
resemble the client’s relationships outside of therapy” (p.450). Thus, through 
awareness of their subjective experience of the client, and the client’s reactions, the 
therapist has insight into the interpersonal cognitive schema they may be enacting 
(Giovazolias, 2004; Katzow & Safi-an, 2009) and can use this to facilitate corrective 
interpersonal experience (Holforth and Catonguay, 2005). This can be extremely 
challenging when faced with criticism and hostility from the client; but, by trying to 
understand the client-therapist interactions, the therapist can offer tentative hypotheses 
to the client about what is occurring with the aim of facilitating a helpful relationship 
(Newman, 2009).
Vignette 3
With Miss L, I experienced one such rupture. She came to one session after seeing 
another (non mental-health) medical professional who had made some derogatory 
remarks about her. I felt this had hurt Miss L, but she appeared indifferent to it. I 
decided to reflect that medical professionals had failed her, and included myself in 
‘medical professionals’ in an attempt to facilitate the expression of her pain -  at this 
point she erupted at me. She criticised me for being unable to understand her and for 
wasting her time. Here I had a choice; I could defend myself, confirming her 
hypothesis that 1 am unhelpful and unable to understand her, or I could interpret the 
meaning of her response. So, I tentatively questioned whether her anger may be her 
way of distancing herself from me for self-protection. I then used empathy and self­
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disclosure, expressing that in this situation I might also feel quite hurt, but it might be 
hard for Miss L to feel this because she was used to ‘covering-up’ her feelings. 
Through this I provided her with a different emotional experience which led to her 
expressing how hurt she felt and which also strengthened our relationship.
Evidently, today the therapeutic relationship is understood by many CBT ther^ists as 
a significant influence on therapeutic outcome and is employed as a treatment goal in 
conjunction with other techniques to facilitate change. This shift has reduced the gap 
between CBT and counselling psychology, making our task of considering whether 
we can incorporate our conceptualisation and use of the therapeutic relationship when 
using CBT easier. Specifically, it seems appropriate and beneficial for counselling 
psychologists to pay attention to the therapeutic relationship when working within a 
CBT framework.
However, it is also important to note that, despite this shift, the therapeutic 
relationship is not the primary tool used in CBT (Safi-an & Segal, 1996). Yet “the 
centrality of the therapeutic relationship and commitment to understanding the client’s 
subjective experience” (Rizq, 2010, p.87) is considered vital to counselling 
psychology practice. Consequently, there are still differences between the way CBT 
practitioners and counselling psychologists may work using CBT, particularly as we 
focus less on techniques and more on ‘being-in-relation’ with clients (Strawbridge & 
Woolfe, 2010, p. 11).
Therefore, the task for counselling psychologists may be to maintain the use of the 
therapeutic relationship as the central tool when using CBT, not just one of many. 
Furthermore, I believe it is important to maintain our grounding in humanistic 
practice; counselling psychologists should use CBT theory and techniques in a person- 
centred way. Specifically, the thenq)eutic relationship can be used to foster the client’s 
self-actualising tendency with the client choosing interventions based on their own 
fi-ame of reference (Bozarth, 1998; Tursi & Cochran, 2006), rather than ‘doing’ 
therapy to the client (Woolfe, 2001). However, this approach requires flexibility, a 
challenge in today’s cûnStrâiûLûg economic climate.
27
Academic Dossier
Counselling psychology and the NHS
A difficulty for counselling psychologists today is how to retain focus on the 
therapeutic relationship when working in the NHS, which is dominated by the medical 
model of distress (Larsson, & Brooks, 2012); further, with mounting budget cuts, 
there is an added pressure for results (Boucher, 2010). This has led to an increase in 
time-limited therapies which may be detrimental to the formation and use of a flexible 
therapeutic relationship (Mann, 1973; Shorrock, 2011). Furthermore, due to an 
organisational emphasis on efficiency and standardisation (Ritzer, 1993) there is more 
pressure to adhere strictly to NICE guidelines, meaning interventions may be based as 
much on institutional demand as client need, leading to a focus on what is quantifiable 
rather than the quality of the experience. So if we, as counselling psychologists, want 
to uphold our values, this is something we will have to grapple with.
There are, of course, some third-wave CBT approaches used within the NHS that 
place particular emphasis on therapy as a system in which client and therapist 
reciprocally influence one another (Swales & Heard, 2009). For example. Dialectical- 
behavioural therapists attend to the therapeutic relationship and any problems that 
occur in it as a central part of their work. Fortunately, due to our plurahstic philosophy 
(McAteer, 2010) we will be exposed to these approaches and, thus, can find a way to 
integrate them into our practice in order to maintain our focus on the therapeutic 
relationship when working within a CBT framework.
Conclusion
When I first practiced CBT I expected there to be substantial differences between how 
CBT practitioners and counselling psychologists work with the therapeutic 
relationship when using CBT. In contrast, writing this paper has helped me see that 
there are many similarities between how both conceptualise and use the therapeutic 
relationship. Therefore, we, as counselling psychologists can easily incorporate our 
understanding and use of the therapeutic relationship when using CBT. Our role now 
may be to find methods to maintain the centrality of the therapeutic relationship in 
CBT when working within the NHS and to continue to integrate different 
psychothersqjeutic methods into our practice to allow us to uphold the values and 
ethos of counselling psychology.
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Essay three
Discovering the individual under the shadow of diagnosis: Psychosis and the
cognitive model.
Introduction
“No-body’s really crazy, that’s just a word and no-body’s a word” (Hayden, 1980,
p.258). I loved this quote when I was younger believing, somewhat naively, that it 
reflected some kind of truth. However, now older, and increasingly exposed to the 
cultural discourse around ‘madness’, I realise this is not always how the world sees, or 
talks abouti people suffering from mental-health problems, such as psychosis.
Recently I have begun working in an early-intervention service for psychosis which 
has opened my eyes to the distress that people suffering from ‘psychotic’ symptoms 
can experience and provided me with the opportunity to learn about and use the 
cognitive model. Thus, the aim of this paper is to review the diagnosis of psychosis, to 
discuss the cognitive model of understanding and working with clients with psychosis, 
and to consider this approach in relation to counselling psychology.
Diagnosis
Psychosis is a term used to describe symptoms of hallucinations and delusions and 
their associated emotional disturbances (Close & Schuller, 2004). Delusions are 
“erroneous beliefs that usually involve misinterpretation of perceptions or 
experiences” (A.P.A, 2000, p.299); hallucinations are “any percept-like experience 
which occurs in the absence of an appropriate stimulus, has the full force or impact of 
the corresponding actual (real) perception and is not amenable to direct and voluntary 
control by the experiencer” (Bentall, 1990, p.82).
The major psychiatric disorder classed under the umbrella-term of psychosis is 
schizophrenia, which encompasses a mixture of positive symptoms (excess or 
distortion of normal functions) and negative symptoms (diminution or loss of normal 
functioning) (A.P.A, 2000). Literature on psychosis has largely focussed on 
understanding positive symptoms; therefore, although I do not intend to minimise the
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importance of negative symptoms, the focus of this paper will fall on positive 
symptoms, particularly hallucinations and delusions. Additionally, ‘psychosis’ or 
‘psychotic symptoms’ will be used throughout when referring to experiences such as 
delusions or hallucinations.
A diagnosis of schizophrenia or other psychotic disorder can be useful for guiding 
practitioners in choosing and administering evidence-based ‘treatments’ and can 
vahdate client experiences (Fletcher, 2012); yet many disadvantages have also been 
highlighted. Significantly, the validity and reliability of the construct itself remains 
under question (Bentall, 2004; Fletcher, 2012) but due to the hmited scope of this 
essay this will not be addressed here. Suffice it to say, it is vital when faced with such 
a diagnosis to remain critical of what it means for the individual.
Specifically, the use of diagnosis can have negative consequences as it labels the 
individual as ‘mentally ill’, suggesting there is something inherently wrong with them 
(Fletcher, 2012; Parker, Georgaca, Harper, Mclaughlin, & Stowell-Smith, 1995). This 
can discourage discussion about the unique experiences of that person (Read, Mosher 
& Bentall, 2004) and hamper understanding. Understandably, many people with a 
diagnosis of psychosis indicate that the most distressing aspect of their mental-health 
problem is the stigma and discrimination associated with the label (Morrison, 2007). 
Additionally, receiving a diagnosis which portrays the individual as ‘ill’ can lead to a 
sense of anxiety and hopelessness that may exacerbate existing symptoms (Brabban & 
Turkington, 2002) and cause considerable pessimism about the chances of recovery 
(Read et al., 2004). Thus, the diagnosis of Schizophrenia, or other psychotic disorder, 
can be distressing for chents in addition to the already disturbing symptoms, unless 
considered carefully and delivered sensitively.
Furthermore, diagnosis can impact upon the client’s family, which has led the 
National Institute for Clinical Excellence (NICE, 2003) to recommend that clients and 
families be given dedicated information and support after diagnosis. For example, 
where I work we automatically provide a consultation for the client’s family. I have 
observed that family members often just want some understanding; an appreciation of 
what their loved one is experiencing and the knowledge to help them comprehend 
what is happening. Thus, we provide them with psycho-education, all the while
36
Academic Dossier
remaining empathie and open to the family expressing their fears during what can be a 
distressing time.
A final, but nevertheless significant criticism of the diagnostic concept of psychosis is 
that it is based on a medical-model of distress which views mental ill-health as a 
‘disease’ and assumes that psychosis is caused by organic factors (Read, 2004) and 
thus should be treated (at least partially) pharmacologically. Yet I have had many 
chents tell me their medication ‘is not working’ and their doctors don’t ‘understand’ 
them. I do not dismiss the use of medication or the medical-model entirely; I am 
aware medication can have a positive impact on many chents. However, for me and 
many others (Parker et al., 1995), working with chents in accordance with this 
medical-model is simplistic, reductionist and hmited as it ignores many other 
influential factors (Read et al., 2004).
The cognitive approach to understanding psychosis
More recently, the view of psychosis as ‘pathology’ is losing credence. As research 
indicates that hallucinations and delusions occur in the general population (Beaven, 
Read & Cartwright, 2011; Bentall, 2004) psychosis is increasingly seen as falling at 
the end of a continuum of fimctioning (Fowler et al., 1995). Therefore, many authors 
have proposed a move towards focusing on the individual rather than the ‘illness’ 
(Kingdon & Turkington, 2005), recognizing the chent as expert in his experience 
(British Psychological Society, 2000) and tailoring interventions to thé individual 
(Castle & Buckley, 2011).
One therapy that proposes to do this is cognitive-behavioural therapy (CBT). The 
theoretical basis of CBT is the cognitive model which suggests that how individuals 
construe a situation mediates their feelings and behaviours (Beck, 2011) and, 
therefore, their level of distress (Chadwick, Birchwood, & Trower, 1996; Morrison, 
Renton, Dunn, Williams & Bentall, 2004). For that reason, cognitive therapy focuses 
on the meaning that individuals attribute to events, rather than to the event per se, and 
die impact this has on them.
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Specifically, the cognitive model suggests psychotic symptoms arise fi-om attempts by 
individuals to make sense of external and internal experiences (Fowler et al., 1995) 
such as spoken words and intrusive thoughts (Morrison et al., 2004). This is said to 
occur because emotional changes, relating to stressful life-events, disturb cognitive 
mechanisms of attention, perception and judgement (Garcty, Kuipcrs, Fowler, 
Freeman, & Bebbington, 2001). In particular, individuals experiencing psychosis are 
more likely to jump to conclusions (Bentall, 1996; Garety, Helmsley & Wessley, 
1991), make external misattributions and suffer fi-om deficient reality testing (Beck & 
Rector, 2003). These dysfunctional cognitive mechanisms then cause the individual to 
be more likely to attribute experiences to external sources or ascribe them personal 
significance (Beck & Rector, 2003). Thus, psychotic symptoms “represent an 
individual’s search for meaning within his or her own personal world” (Brabban & 
Turkington, 2002, p.62). The cognitive model suggests that it is this meaning, rather 
than the symptoms themselves, that cause distress.
These symptoms are then maintained by meta-cognitive beliefs and safety behaviours. 
Meta-cognitive means “thinking about one’s own thoughts” (Fowler et al., 1995, p.43) 
and meta-cognitive beliefs are the individual’s beliefs about their voices and 
delusions. Thus, the individual’s distress levels are influenced by, for example, 
whether voices are viewed as omnipotent, malevolent or benevolent (Birchwood & 
Chadwick, 1997; Mawson, Berry, Murray, & Hayward, 2011). These behefs then 
maintain symptoms due to attentional-biases, emotional distress and avoidance.
Safety behaviours are the client’s best attempt to manage the threat to their 
psychological or physical integrity attributed to the hallucinations or delusions. 
Paradoxically, safety behaviours can increase symptoms as they lead to selective 
attention, hypervigilance and social isolation (Beck & Rector, 2003). Furthermore, 
such behaviours prevent the individual from discûüfîrmiûg negative appraisals about 
the consequence of delusions and hallucinations (White, Bebbington, Pearson, 
Johnson, & Ellis, 2000); thus, symptoms are maintained.
Importantly, the cognitive model also takes into account early experiences, suggesting 
events in childhood contribute to the development of core-beliefs and assumptions 
that guide behaviour. Specific to psychosis, adverse or abusive experiences can lead to
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negative schemas such as T am bad’ or ‘the world is dangerous’ (Morrison, 2007) 
which increases vulnerabihty to low self-esteem and dysfunctional cognitive 
mechanisms (Garety et al., 2001) and, thus, psychotic symptoms. Concordantly, 
psychotic symptoms regularly communicate aspects of the individual’s early 
experience; for example, individuals with persecutory delusions have often 
experienced persecution growing up, and hallucinations frequently reflect the content 
of negative schemas (Morrison, 2007). Therefore, the cognitive approach appreciates 
that some individuals may be more vulnerable to psychotic symptoms than others.
Finally, it is important to note that this model does not reject other explanations for 
psychotic symptoms. For example, while psychosis is thought to result from 
misinterpretation of experiences, it may be that biological or chemical factors 
influence the rate and type of experiences (Morrison et al., 2004); furthermore, those 
with psychosis may have underlying neurological abnormahties (Fowler et al., 1995). 
Further research is necessary, however, to improve understanding into these factors 
and promote coordinated pharmacological and cognitive-therapy interventions (Beck 
& Rector, 2003).
Engaging with the client’s distress
The aim of the cognitive approach is to understand the client’s experience of their 
symptoms, reduce distress and improve their quality of life. To accomplish this, the 
therapist explores the clients’ history, current circumstances, meta-cognitions and 
beliefs about their experiences (Chadwick et al., 1996; Morrison et al., 2004) and, 
with the client, develops a personalised formulation to help them make sense of their 
experiences. The therapist thereby endeavours to explain how the chent may be 
interpreting experiences, why he may be pre disposed to appraising situations in this 
way and what impact this may have on his current distress (Brabban & Turkington, 
2002). Once a formulation is co-constructed, client and therapist work together to 
achieve agreed goals using formulation-based interventions such as reducing safety- 
behaviours, boosting self-esteem and challenging the omnipotence of voices 
(Chadwick et al., 1996).
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For clients suffering from psychosis, however, there are features of the cognitive 
approach which may be especially important. Collaborative empiricism, whereby the 
therapist works transparently and collaboratively with the client throughout the course 
of therapy (Beck, Emery and Greenberger, 1985) is essential as these clients may find 
it particularly hard to engage in therapy; due to their distressing symptoms (Close & 
Shuller, 2004), high levels of suspiciousness and concern over not being believed 
(Hutton & Morrison, 2012). Therefore, by assuming an open and curious attitude, we 
can portray to the client that we believe them and want to work with them to 
understand their experience. This can be incredibly empowering and can enhance the 
chent’s ability to trust and take support from relationships (Mawson et al., 2011).
Similarly, an empatiiic therapeutic relationship is vital as psychotic symptoms can be 
extremely traumatic (Morrison, Frame, & Larkin, 2003). Thus, a positive therapeutic 
relationship is crucial for creating a safe space where the chent feels able to open-up 
about their distress. Furthermore, it can help cultivate coUaboration and foster hope in 
the possibihty of change (Safi-an & Segal, 1990); hope which may previously have 
been quashed by diagnosis. Of course, there are specific challenges to the therapeutic 
relationship when working with psychosis; for instance, it can be jeopardized by the 
voices chents hear (Chadwick et al., 1996) and their paranoid thoughts. However, as 
long as the therapist remains alert to these difficulties, anticipating them where 
possible, a positive therapeutic relationship can facilitate engagement and therapeutic 
change.
Additionally, normalisation of psychosis, through educating the chent to the 
universahty of psychotic symptoms in the general population, is important (Dunn, 
2002). The stigma attached to the label can be extremely damaging and thus 
normahsation is often therapeutic for chents (Hutton & Morrison, 2012).
Furthermore, the validation of client’s experiences by demonstrating, through an 
individuahsed formulation, that their symptoms make sense given their previous 
experiences is key to CBT. Through this, the chent is shown that his feelings and 
behefs are not just ‘symptoms’ of an ‘illness’ but are valid and are to be taken 
seriously (Fletcher, 2012). I illustrate using a chent vignette.
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Vignette
Miss L is a young girl who had an abusive upbringing. For years she was the 
scapegoat for problems within her family and was made to feel inherently ‘bad’. This 
was compounded by difficulties that arose when she befiiended gangs who were 
abusive towards her and when she was abusive towards others. Before being referred,
Miss L experienced auditory hallucinations telling her she was evil, which she 
beheved were fi-om the devil, and paranoid delusions that the government had a plot to 
kill her. These began after a particularly stressful period where she had spent time in a 
juvenile correction facility.
When she came to see me. Miss L did not believe therapy could help her and, thus, my 
main aim was engagement; I normalised and validated her experience using her 
language when describing her symptoms, rather than using the label of schizophrenia. 
Furthermore, I fostered our relationship by communicating to Miss L that I cared 
about her and I used humour to facilitate her feeling comfortable around me.
Additionally, I was clear I was not judging her; her critical voices reflected her core- 
beliefs and I realised it would be catastrophic to our relationship if I confirmed them 
at all. However, this was difficult because I did not wish to condone her abusive 
behaviour and self-destructive coping mechanisms (such as self-harm/suicidal 
thoughts). Therefore, I maintained an honest and empathie stance, being transparent 
that while I did not condone her aggression towards others or herself, I could 
understand why she acted that way.
I also aimed to foster hope through explaining that we could work together to help her 
develop more constructive ways of coping in order to alleviate her distress using CBT.
With this foundation, we then developed a shared understanding that her belief that 
she was ‘bad’ stemmed fi-om her upbringing and coloured how she interpreted 
experiences. Then we employed techniques such as collecting evidence for, and 
challenging, her beliefs (Chadwick et al., 1996) so her voices/delusions gradually felt 
less powerful. Finally, I believe our relationship was therapeutic in itself as Miss L 
had not experienced one before in which she felt equal and in which another was 
really trying to listen to and understand her. Although I cannot provide a full account
41
Academic Dossier
of our work together here, importantly, by the end of our time together Miss L’s 
critical voices had lessened (See essay two for comments on my work with Miss L 
regarding her self-harm and ruptures).
-Of course, my use of CBT-is influenced by my values as a counselling psychologist--------------
and may not reflect how all practitioners employ CBT. Nevertheless, I believe the 
cognitive approach can encourage the use of a collaborative, empathie, open and 
curious stance while attending to the individual’s unique experience (Smith & Steel,
2009) to help understand and alleviate their distress.
Counselling psychology and the cognitive model
The cognitive approach can fit well with counselling psychology as the therapeutic 
relationship is central to our practice (Larrson & Brooks, 2012) and we stress the 
importance of the subjective values, beliefs and meanings of the distressed individual 
(Gkouskos, 2011). Perhaps then, this approach provides a solution to the dilemma that 
counselling psychologists face when working with individuals experiencing psychosis 
within the NHS. Psychiatric diagnosis is often required for chents to access particular 
therapies (Fletcher, 2012); however, counselling psychology rejects the notion of 
pathology (Gkouskos, 2011). Thus, the cognitive model, with its phenomenological 
underpinnings, may provide a means of working within a diagnostic-based service 
while also maintaining our emphasis on the emotional distress and subjective 
experience of the individual.
Of course, this view will be influenced by my positive experience of using this 
approach. Some may disagree with me and see cognitive therapy as a prescriptive, 
tcchniquc-oricnted approach, used to treat ‘symptoms’ rather than for understanding 
the individual. In this view, the therapeutic relationship is merely a working alliance, 
developed for the purpose of achieving tasks and the focus of therapy is more on 
‘doing’ rather than ‘being with’ (Boucher, 2010). I believe, however, that these 
criticisms are only vahd when aimed at more manualised CBT.
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How the cognitive approach is actually employed depends on a number of factors, 
including the therapist’s personal style, orientation and context (Boucher, 2010). 
Hence, I believe that CBT for psychosis can be used flexibly and creatively to fit the 
client, understand their phenomenological experience and engage with their distress in 
a meaningful way. For example, where I practice, despite needing a diagnosis to 
access our services, I avoid referring to this diagnosis unless the client does. Instead, 
in an atmosphere of warmth and respect I try to understand their distress through a 
personahsed formulation and use CBT ‘techniques’ when they may help relieve 
distress, provide hope, and promote change.
Furthering this, as counselling psychology values pluralism (McAteer, 2010) it seems 
reasonable to suggest that we could maintain our humanistic basis and appreciation of 
the process of ther^y, while also employing (aspects of) the cognitive model to 
understanding and working with psychosis. For example, Boucher (2010) suggests 
CBT assessment and formulation can provide a valuable ‘skeleton’ for therapy on 
which the therapeutic approach can be ‘fleshed-out’, drawing fi-om different traditions 
(including CBT) in a way that best fits the client. Therefore, when working with these 
clients, whose experiences may seem very different fi-om our own (Geekie, 2004), we 
could benefit fix)m integrating different approaches in a way that communicates that 
we are truly trying to understand the client’s unique experience and work 
collaboratively with them to reduce their distress.
Conclusion
Today many health-professionals would argue that the complexities of human 
experience cannot be reduced to a single medicalised word but, unfortunately, 
diagnosis is still central in the NHS. Yet there is a light underneath this shroud: the 
cognitive approach to understanding and working with individuals with psychosis. 
This approach, when used to meet client needs (as opposed to institutional demand) 
emphasises ‘being with’ the client to understand their idiosyncratic experience and 
reduce distress. Therefore, I believe counselling psychologists (and other therapists) 
can use the cognitive approach, or aspects of it, to discover the individual underneath 
the shadow of diagnosis and engage with their distress in a helpful and personally 
meaningful way.
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Introduction to the therapeutic practice dossier
The therapeutic practice dossier incorporates an overview of my therapeutic practice 
in four different placements over my four years of training. Within this section, I have 
included an account of the context of each placement, the client groups I worked with, 
the supervision I received and the therapeutic models I used. From these placements, I 
have compiled log books detailing all the clients I have seen. I also chose certain 
clients to use for process reports; these reports provided me with a valuable 
opportunity to assess my work and monitor my practice through examining the 
therapeutic process as well as develop my reflexivity as a practitioner. My log books 
and process reports are included in the appendix which is available to the exam board. 
Finally, this dossier also includes my final clinical paper which documents my journey 
through my personal and professional development to the counselling psychologist I 
have come to be.
Please note, all identifying names o f clients, organisations and my supervisors have 
been anonymised to maintain confidentiality.
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Description of clinical placements
Placement one
An occupational health department (October 2009-July 2010) (October 2010- 
March 2011)
For a year and a half, I worked in an occupational health department that provided 
counselling for employees of a large company; clients were of all ages, gender, race, 
cultural background and socio-economic status. Clients were usually referred by their 
manager, or self-referred, and the aim of the service was to help the client build the 
resources they needed to cope in order to facilitate their return to work (as they were 
usually off sick or on restricted duties). Clients presenting problems were usually high 
levels of stress, anxiety or depression due to a number of factors such as work-related 
stress, family/home problems (including marital problems, divorce, and guardianship), 
financial difficulties and medical issues including physical and mental health 
problems. Clients were usually offered short-term counselling in the form of one 
triage call, one assessment session and six weekly counselling sessions. Occasionally 
they would be referred to the service for long-term counselling. The clients I saw 
would have had their triage call and assessment conducted by another member of the 
team (although I did shadow some assessments) and would be referred to me if they 
were deemed suitable for a trainee.
My time in this placement can be split into two sections: my first year and half of my 
second year. In my first year I received individual supervision every other week firom 
an integrative supervisor and every other week I would receive group supervision 
fi’om another integrative supervisor (thus, I had weekly alternating supervision). While 
both supervisors leaned towards using a person-centred fi-amework, the fact that they 
were integrative provided me with a valuable opportunity to leam about different 
theories and techniques such as mindfulness and existentialism. In my second year, I 
attended weekly individual supervision with another integrative supervisor although 
she mainly practiced psychoanalytically and, thus, I was able to begin using a 
psychodynamic fi-amework with my clients in this placement too.
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Additionally, over the year and a half, I attended a number of team meetings and team 
training exercises (such as a presentation on suicide and its impact upon the company) 
and I felt included and supported in this team environment. During my time here, I 
wrote two combined client study/process reports between October 2009 and July 
2010. However, due to failing the second process report and viva, when I returned to 
the placement I wrote another combined client study/process report. Therefore, 
overall, I wrote reports on three individual chents based on recordings I had obtained 
(with their consent) from one session each. I also kept a log book of all the work that I 
undertook. These form part of the appendices that are available to the exam board.
Placement two
A children’s charity therapeutic service (September 2010-September 2011)
This placement was a charity run service that was part of the Domestic violence 
intervention project. Clients referred were aged 3-17 (although I only saw children 
aged 4-11) and had been affected by domestic violence; they may have been abused 
themselves (physically, sexually, emotionally), witnessed abuse between their parents, 
or suffered from neglect. Clients were referred via social services; throughout our 
work with these children, we maintained contact with social services and provided 
them with feedback so they could continue to support the child.
The children presented for a variety of reasons relating to the abuse they experienced 
including attachment and relationship difficulties, anger and trust issues, heightened 
defences and behavioural problems. Additionally, they came from a range of 
backgrounds (ethnicity, culture etc.) and while some were still living with their (non- 
abusive) parent, many were in foster care by the time they came to the service. This 
year I adopted a child-centred approach, but my work was also informed by 
psychodynamic theory. During my placement I was supervised onee weekly by a 
counselling psychologist and I also had peer supervision with two other counselling 
psychologist trainees in the service.
W hen clients came tu the service, their main carer would be offered an assessment 
session; I participated in many of these assessments. If clients were suitable for 
therapy they would be offered individual play therapy in the form of once weekly
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sessions for a period of five months that could be extended up to a year. Many of my 
clients were long-term, although I also had clients who were only able to attend a few 
sessions. When I finished with clients, I was required to write a psychological report 
describing the therapeutic work we had done together, ongoing concerns and 
suggestions for possible further intervention.
Lastly, when I first began this placement I took part in a two day training where I 
learnt about domestic violence and child protection issues; during this, previous 
trainees presented cases and topics they wanted to share with us. When coming to the 
end of the placement, I presented one of my chents and the work we did together to 
the next year trainees. During my time at this placement, I wrote one combined client 
study/process report, based on a verbatim of a session with one chent (consent was 
obtained from parents). 1 also kept a log book of all the work that I undertook. These 
form part of the appendices that are available to the exam board.
Placement three
An NHS psychotherapy department (September 2011-July 2012)
This placement was in a secondary care setting that offers psychodynamic 
psychother^y for those with complex mental health needs. I worked one-on-one, 
long-term (between 10 months -  1 year); chents were referred via Community mental 
health teams (CMHT’s), Psychological Therapies in Primary Care Teams (PTiPC), or 
their GPs. Chents were usually referred because they had a diagnosis which called for 
specialist care, such as recurrent depressive disorder, with the aim of helping them 
understand and change complex problems and, thus, alleviate their distress. The 
chents referred to the service were of all ages, gender, race, cultural background and 
socio-economic status and were often on medication for their diagnosis.
Chents were seen for one or more assessment sessions, conducted by another member 
of the team, and then referred to me if deemed suitable. I would see them for an initial 
care plan meeting where we talked about what they wanted from therapy, discussed 
the therapeutic contract/frame and I administered a CORE form. After this initial care 
plan meeting, I would see the chent for weekly for a period of up to one year, using a 
psychodynamic framework (at the end, I would again administer the CORE form to
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measure client outcomes). As I was part time, I only saw two clients throughout the 
entire year which allowed me to spend time writing verbatim’s to take to supervision 
so I could improve my skills and gain a deeper understanding of each client.
Additionally, I received supervision from a senior psychotherapist so this year 
provided me with an excellent opportunity to immerse myself in the psychodynamic 
model.
After therapy came to an end, I offered my clients a three month follow-up to assess 
how they had progressed (as well as administer a final CORE form) and to see 
whether they needed any further support During this placement I wrote one combined 
client study/process report, based on a verbatim of a session with one client (with their 
consent). I also kept a log book of all the work that I undertook. These form part of the 
appendices that are available to the exam board.
Placement four
An NHS early-intervention service for psychosis (September 2012-September 
2013)
This placement was in an NHS setting and clients referred to the service were usually 
between the ages of 18 and 34 and had experienced (at least) their first psychotic 
episode. However, by the time they came for psychology, many clients were no longer 
experiencing psychotic symptoms. Thus, the clients I worked with either wanted help 
with their psychotic symptoms or they wanted to work on their underlying 
vulnerability to such difficulties (such as low self-esteem, anxiety, depression, 
disordered eating, alcoholism, perfectionism, bipolar and borderline personality 
disorder).
Chents were provided with ongoing support within a multi-disciphnary team. The 
psychology team was headed by a consultant clinical psychologist who collaborated 
with two honorary psychologists, one assistant psychologist and three student 
psychologists. The rest of the team consisted of one psychiatrist, a social worker, a 
nurse, an uccupational therapist and the team manager. This was my first experience 
of working in a multi-disciplinary team and I really enjoyed the supportive
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atmosphere within the office and the caring and compassionate way all members of 
the teamed worked with the clients.
This year, my focal role was to provide clients with psychological assessments and 
formulation-based interventions within a Cognitive Behavioural Therapy (CBT) 
framework. Thus, I undertook many joint and individual assessments and would 
usually take these clients on for individual therapy, the length of which varied 
depending on client need. I attended weekly supervision with the lead clinical 
psychologist who worked within a CBT framework (she also introduced me to a 
number of third wave approaches) while modelling a compassionate, empathie stance.
This supervisor helped me improve my confidence and she provided me with many 
opportunities to understand the workings of the NHS, work with a wide-range of 
client presentations and leam about difiterent theories and protocols. Additionally, 1 
also had peer supervision with a trainee CBT practitioner and a trainee clinical 
psychologist which helped me leam more about, and develop, my CBT skills.
During the placement I was involved in both formal and informal consultations with 
other team members (thus actively promoting psychological understanding). I took 
part in team meetings, extra trainings sessions and administered psychological tests to 
some of my chents (such as the BDI and the Rosenberg self-esteem scale). I also had 
the opportunity to participate in family interventions along with my supervisor, thus 
providing me with insight into the impact of diagnosis and the effect that the client’s 
personal difficulties can have on their wider system.
Additionally, I had the opportunity to supervise an assistant psychologist; we met 
weekly for an hour for a total of 12 sessions. From this I was able to develop my 
supervision skills by teaching the CBT model, as well as other modalities that I have 
used (including person-centred and TA) if they fitted well with the client that the 
psychologist brought to supervision. As part of this placement, I also participated in 
other professional activities; I attended a 2-day compassion-focused therapy workshop 
and also some continuing professional development meetings with the psychologists 
working in the NHS trust. These meeting were related tu several tupics. Such as 
working with personality disorders, ACT for psychosis and psychology for individuals 
experiencing physical illness in addition to their mental health difficulties.
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During this placement, I wrote two combined client study/process reports, using a 
recording of a session (with their consent) with two individual clients. I also kept a log 
book of all the work that I undertook. These form part of the appendices that are 
available to the exam board.
Other observational and professional activities
In my final year I also co-facihtated a weekly cognitive stimulation group for older 
adults with dementia for 8 weeks in a CMHT. The aim of the group was to stimulate 
different parts of the brain in a fim and active way using all of the five senses. Adults 
with dementia would attend their group with a carer/family member and we would all 
partake in activities such as word searches, association games and other memory 
stimulation tasks.
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Final Clinical Paper
A journey of self-discovery: the process of finding my personal and professional
identity.
Introduction
As I begin to write, the last four years rush through my mind; they have been the most 
important, yet challenging of my life. Through the years, I have improved my self- 
awareness and confidence, recognized and fostered my existing skills, become more 
open to my weaknesses and developed new skills. I have also started to establish who 
I am as a clinician and now conceptualise the relationship I offer as a secure base, 
characterised by compassion and empathy, from which clients can explore their world, 
feel understood and change. With this paper, while undoubtedly limited in how much 
it can encapsulate my experiences, I aim to show the reader my journey from my 
beginning, through my personal and professional growth which has inevitably been 
intertwined, to today.
I then wonder whether such a simphstic approach to this paper is the ‘right’ way, but I 
catch myself; this is something I do often. Then I smile as I acknowledge my self- 
critical and overly-anxious mind but choose to write what makes sense to me. So here 
I begin, at the start of my journey; I will describe how I developed from someone who 
was good at listening to others and interested in psychology, to a counselling 
psychologist. Along the way I will highlight the growth of my self-awareness, 
confidence, and autonomy and the integration of aU this through my personal and 
professional development.
My beginning
Me: 'Mummy, what's that? ‘
Mum: I t ’s margarine’
Me: ‘I t ’s not your garine, it’s my garine! ’
As a child I was curious and, clearly very assertive. Yet, through my teens this part of 
my personality became lost as I began to feel insecure, painfully self-conscious and
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desperate for everyone to like me. Of course, I am not alone in experiencing these 
common teenage feelings, but I would like to highlight how I leamt to cope with 
them. Firstly, I was determined and hard-working so I always achieved academically, 
thereby gaining admiration from the adults around me, which boosted my self-esteem.
My determination and perseverance is still part of who I am today and is one of my 
strengths, although, as I will discuss later, it has led to some difficulties. Secondly, I 
leamt how to please people, comply and ‘fit in’. Now, this adaptation is not without its 
disadvantages, but from my longing to please others and be hked, I discovered a 
natural ability of mine -  to listen to others and help them feel at ease; people turned to 
me for support and understanding and I welcomed it.
Hereafter, I knew I wanted to work with people and psychology seemed the perfect 
route for this. Thus, I studied psychology at A-level and University; my experiences 
during and after these years established and fostered my desire to work in a 
counselling setting (due to limited word count, please refer to the introduction to my 
portfoho for more discussion of my experiences). Thus, I started searching for 
counselling courses, but soon realised counselling was not enough. I had strived too 
long to achieve that a diploma was not sufficient. Then I discovered counselling 
psychology.
Counselling psychology offered me a route into working with people requiring a level 
of achievement I craved and the values of counselling psychology intrigued me; 
particularly the focus on de-pathologising mental health (Strawbridge & Woolfe,
2010), understanding individuals as relational beings (Milton, Craven & Coyle, 2010) 
and ‘being with’ the client. I also liked the fact that the practice of counselling 
psychology required a high-level of self-awareness; I wanted to understand myself 
and it made sense I would need to understand myself to help others. Most importantly, 
it offered me an opportunity to understand more about the individual, not only through 
theory, but also experience, a prospect that both delighted and frightened me. The rest 
of this narrative will reflect my journey during the course.
Fostering my existing skills
From the beginning I liked how counselling psychology stressed the importance of the 
subjective experience of the individual and how the therapeutic relationship was seen
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as central to bringing about change (Rogers, 1951). Furthermore, I felt comfortable ^
with Rogers’ (1957) core conditions of empathy, unconditional positive-regard and 
congruence as they fitted with how I naturally related to others when they turned to 
me for support. Additionally, I liked how Rogers adopted a non-diagnosing approach, 
suggesting instead that well-being eould be fostered through working with and staying 
with the client’s distress. Then, in my first placement in an occupational-health 
department, the significance of the core conditions was reinforced, particularly with 
my client, Mrs F.
Mrs F came for long-term therapy as she felt she had no control of her life. Her 
presentation was multi-factorial and included physical health issues and relationship 
difficulties, particularly with her controlling husband and mother, which perpetuated 
her sense of ‘helplessness’. Furthermore, she talked about past difficulties including 
suffering fi"om Anorexia Nervosa (and still experienced related difficulties when 
seeing me) and being date-raped and, underneath it all, was an all-encompassing sense 
of worthlessness. Over our first few sessions, I remember wondering how I was going 
to help when I, so young and only just in training, knew so little of the world she 
inhabited.
Despite these fears, I did not let them overwhelm me. Firstly, I was working on my 
literature review at the time which included parental influence on an adolescent’s 
relationship with food. My reading helped me think about Mrs F’s difficult 
relationship with food and consider the link between her controlling mum and her 
distress. This helped me see the usefulness of theory, and of keeping my knowledge of 
research up to date, to facilitate my work with clients. Secondly and more importantly,
I realised that the diagnostic labels Mrs F had received in the past were just this, 
labels. I began to see how imperative it was that I listened to Mrs F as an individual 
and tried to understand her distress fi-om her fiume of referenee; it felt congruent to do 
this within an atmosphere of empathy and warmth.
Furthermore, as my formulation was based on Mrs F having developed conditions of 
worth (Cooper, 2007), this highlighted the need for genuine positive regard. As 
therapy progressed, we built a solid therapeutic relationship where she felt she had 
space to express herself and together we explored her phenomenological experience.
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By the end, she had reflected on and integrated her feelings surrounding difficulties 
she had faced and was more confident in herself and her current relationships.
Looking back, I believe Mrs F was able to take what she needed fix>m our relationship; 
she lived a life so devoid of self-kindness that experiencing a relationship 
characterised by the core conditions, in which she was able to talk about her distress 
with another who accepted her completely, facilitated a change in her self-regard and 
reduced her sense of helplessness. Additionally, she was important to me; she 
reminded me I had a natural ability for working with people and that, through 
providing this type of relationship, clients can and will use the relationship for 
personal growth and self-actualisation (Rogers, 1961). Therefore, my key learning that 
year was how to employ the core-conditions effectively and cultivate my natural 
ability for listening and understanding, thus forming the foundation of my therapeutic 
stance.
On reflection, however, there were signs all was not well. Despite enjoying my client 
work, I dreaded placement because I felt a fi-aud; while I was good at listening to 
clients and adopting the core conditions, I still felt there was a ‘right’ way of working 
which I was not achieving. Ultimately, I felt unskilled and useless but, because of my 
determined nature, I ignored this and ploughed on with the work without really 
understanding it, eventually culminating in me failing my process report and viva.
Failing: Understanding the process.
Failing hit me like a ton of bricks; I believed I had let everyone down and, for a while, 
felt quite depressed. Fortunately, therapy was a source of support for me and I spent 
many sessions contemplating why failing felt so catastrophic. Gradually, I realised my 
self-esteem was largely dependent on achievement and, therefore, failing made me 
question everything about myself. From this point I realised I would need to re-build 
myself and form a stronger foundation fi-om which my confidence could grow.
Additionally, I realised I had been persevering with an impoverished sense of self- 
awareness and a poor understanding of the therapeutic process. Due to my tendency to 
be compliant, essentially I had spent the first year following what I thought I ‘should’ 
be doing, but had not begun to think for myself or take account of how my feelings 
and thoughts might impact upon my relationships with clients. Fundamentally, I had
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not developed my ability to be reflexive or an understanding of process, nor had I 
fully embraced the role of being with the client because I still felt the need to ‘do’, 
despite intellectually understanding the importance of ‘being-in-relation’ (Meams,
1997).
Failing forced me to see I could not succeed on this course through simply doing what 
I was told. I had to develop my self-awareness and immerse myself in the client’s 
world in order to understand and work with the process. A few months after failing I 
made some difficult decisions; I moved to a psychoanalytic therapist to facilitate my 
understanding of psychodynamic therapy and process while simultaneously going 
part-time to give myself space to continue my personal and professional development.
Developing self-awareness and beginning to play
In my second year I continued in my first placement to consolidate my person-centred 
learning. Additionally, I began to read Casement (2002); there is not space to discuss 
in depth my reflections on his work, but it is important to note that he enabled me to 
consider the need for my intemal-supervisor. This is an inner dialogue informed by 
supervision, theory and personal development which guides me in considering the 
interactions between me and my clients and helps me evaluate my work continuously.
It is an integral part of my practice today and is a skill I wish to continue developing 
as it helps me think about the different possibilities within the therapeutic endeavour.
Simultaneously, I began a psychodynamic placement working with children affected 
by domestic violence. This exposed me to exceptionally distressing experiences and I 
soon noticed I ‘switched off from my overwhelming feelings. However, I realised 
quickly I was persevering again without recognizing my own needs and how my 
feehngs might impact upon the therapeutic relationship. So, gradually, in personal 
therapy I began to acknowledge my distress, particularly around feeling vulnerable, 
and my ther^ist was able to sit with this and help me articulate and understand my 
feelings. Concurrently, my personal development encouraged my professional 
development as facing my distress allowed me to become more open to understanding 
and facilitating the clients expressing their emotions and needs.
Additionally, psychodynamic theory and research were influencing my practice. This 
year I was working from a child-centred firamework (Axline, 1969; West, 1992) while
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using psychodynamic ideas to inform my practice, particularly 
transference/countertransference, Freud’s (1968) defences and Winnicott’s (1960)
‘good enough’ parenting and false-self. Importantly, my increased understanding of 
myself and psychodynamic theory, particularly the unconscious, helped me 
distinguish between my personal reactions in therapy sessions that needed to be 
contained and my clients’ projections or transference (and my countertransference) 
which could be used to inform my interventions.
This is demonstrated in my work with Sameera, a young girl who experienced neglect 
by her drug-using parents from an early age. Sameera struggled to accept or express 
sadness and anger; thus, my role involved sitting with and containing such feelings 
(Winnicott, 1969) and verbalising them so she could gradually accept and internalise 
these aspects of herself, as illustrated below:
Sameera paints red lines up my arm.
Me: Now it looks like I ’m all messy today. And maybe sometimes your feelings feel a 
bit messy too?
Sameera: Now I  have to clean it up. I  need some wet paper.
Me: Would you like my help?
Sameera: No! I  can do it. I  made the mess so I  will clear it up
Me: Perhaps you feel you have to clean up the messiness on your own because you ’re 
not sure I  can help?
Here, I felt both anxious and sad, but understood these were not my feelings and 
beheved the paint reflected Sameera’s internal feelings that she was projecting onto 
me. Thus, I made a tentative intervention based on this; through becoming more self- 
aware, I was beginning to make use of myself as a guide when understanding the 
relational dynamics and inter-subjective process between myself and my clients.
Additionally, in my second year I began to place importance on attachment theory 
(Bowlby, 1988) as considering how the client attaches to others was invaluable in 
understanding some of their difficulties. Furthermore, I hoped that the therapeutic 
relationship could become a secure base from which my clients could explore their 
inner world in an environment characterised by safety and security. Regarding 
Sameera, her parents failed to meet even her basic needs so, unsurprisingly, she had
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leamt she could not trust others and these interpersonal difficulties manifested 
themselves within the therapy room.
Therefore, in the current excerpt, I tentatively reflected her stmggle with trusting me. 
Simultaneously, I felt maternal towards Sameera and wanted to make things better for 
her but I also felt that, due to her anxious-resistant attachment style (Howe, Brandon,
Hinings & Schofield, 1999), trying to do too much would have been unhelpful.
Instead, I offered a secure base in which I supported her need for independence by 
being as non-directive as possible (Keys & Proctor, 2007) while also sitting with 
feelings she found uncomfortable without rushing to change them; I was learning to 
‘be’ with her distress without trying to ‘do’ too much.
Finally, I wish to acknowledge two other key learnings this year. Firstly, working with 
children, I inevitably had contact with their parents. This brought home to me the 
importance of understanding the client in context, thinking about their difficulties in a 
holistic manner. Secondly, this year I began to allow my iimer child to play; I 
immensely enjoyed working with children despite their horrific backgrounds and 
found their communication through the medium of play extremely evocative, 
informative and essential to our work. Thus, through fostering my inner child I 
allowed myself to become more aware of the possibilities in the therapy room and 
more open to clients expressing and understanding their distress in ways that were 
meaningful and helpful for them.
Facing my fears: assimilating new skills and improving confidence
Transitioning into my second part-time year, I carried with me the importance of the 
therapeutic relationship as a secure base and understanding my own and the clients’ 
feelings, particularly within our relationship.
However, as I began working with adults again I became anxious of making mistakes 
and, therefore, less ‘playful’, reverting to my previously over-active stance. Gradually 
my supervisor helped me see I talked too much and avoided silence in reaction to 
anxiety due to my difficulty with sitting with uncertainty; particularly pertinent for me 
when working with adults due to my fear of being judged and need to get things 
‘right’. Thus, my supervisor encouraged me to use my internal supervisor (Casement,
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2002) to choose whether to make use of silences, rather than being pulled into 
responding.
In line with this, I refer to Mrs T who presented with low self-worth and an insecure- 
preoccupied attachment style after experiencing rejection and criticism by her parents 
growing up. In our sessions, Mrs T would often try to please me to maintain our 
attachment (Holmes, 2001) and felt unable to express negative feelings. However, my 
overly-active stance reinforced this position so I had to leam to sit with my anxiety to 
avoid re-enacting her past relationships (Eagle, 1996), admit when I made mistakes 
and facilitate Mrs T feeling safe enough to express her feehngs in the room. I illustrate 
with a vignette.
Me: You ’re angry at me for moving you away from what you were talking about.
Client: Yes, well not angry, but I  am a bit irritated. Also I ’m still not sure why you 
said that...
(Long pause) .. .1felt like I  ’d  done something wrong or I  hadn ’t shown strongly 
enough, how important therapy is to me....because it is really important. Hike coming 
here.
Me: I  made you feel criticised...
Firstly, through acknowledging her anger and the struggle between us in the 
therapeutic relationship, and accepting responsibility for my part, I believe this helped 
Mrs T feel vahdated. Then, through leaving the silence rather than prematurely 
inteiject, Mrs T was able to reflect further on her feelings and began to work through 
them; our sessions became a place where she leamt she would be accepted without 
fear of retaliation.
On a personal note I found silences very difficult; it felt inhumane walking to the 
room in silence when Mrs T’s anxiety was high. However, through staying with the 
anxiety, the silence became a subject through which Mrs T was able to open-up about 
how she feels about therapy, me, and others in her life. I beheve this allowed her to 
develop a different relationship to herself and others; she became less cut-off from 
certain feelings, more autonomous and felt more able to express herself and meet her 
needs. Thus, this helped me see the importance of facing my own fears as what might 
be uncomfortable for me might be necessary and helpful for someone else.
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Alongside this, my relationship with theory was developing; I began to see it was 
there to guide my work but did not preclude flexibility, nor override the importance of 
the therapeutic relationship. Therefore, through the year I became more creative, 
learning to ‘play’ with interventions when I thought they might be meaningful and 
helpful to the client. For example, Mrs T would often ask me personal questions about 
myself; mostly I would refi-ain fi-om answering and would reflect instead on the 
process occurring between us and facilitate her exploring why she might be asking.
However, there were times when self-disclosure felt necessary (as long as I felt 
comfortable and maintained my boundaries) to provide Mrs T with the affirmation 
that I was not rejecting her. In this way, while considering such responses carefully 
and thoughtfully in order to maintain an ethical stance, my interventions gradually 
became more creative as I grew in confidence.
Coming to the end of my psychodynamic years I had a stronger understanding of 
interpersonal dynamics and how they can be repeated and understood within the 
therapeutic relationship. Additionally, I was more self-aware and had added a number 
of useful skills, such as using silence, into my repertoire as a counselling psychologist. 
However, I still felt my ther^eutic tool-box was limited and, thus, I approached year 
three with the aim of developing this.
Developing autonomy and compassion
In my third year I worked in an early-intervention service for psychosis and I ‘threw’ 
myself into CBT; in one of my essays I even wrote about how we as counselling 
psychologists can incorporate our understanding and use of the therapeutic 
relationship when working using CBT. Intellectually, I fully endorsed what I wrote 
but, practically, the work was harder than I expected; I had been forced into a de­
skilled position again and reverted back to ‘doing’ too much.
This is evident in my process report with Miss W whose presenting problem was her 
low self-esteem, despite originally being referred after experiencing a psychotic 
episode. Our work was geared towards helping Miss W challenge her negative 
thinking, break her maintenance patterns, re-structure some difficult experiences and 
gradually shift her negative bottom-line. Through this I assimilated a number of 
cognitive and behavioural skills into my therapeutic tool-box. However, I began to
63
Therapeutic Practice Dossier
realise I was paying less attention to the therapeutic relationship and interpersonal 
process (Safran & Segal, 1996) because I was trying to use CBT ‘techniques’; thus, 
my supervisor reminded me that CBT tools should be used when they facilitate the 
client work, but should not prevent me from attending to the therapeutic relationship 
jand process. AfterThis, my work gradually became more collaborative and I began to ~ 
use CBT techniques within an overall process-focused framework.
Importantly, this year my research also came to hfe for me; I was looking at the long­
term influence of parental control on adolescents’ relationship with food. In our final 
sessions. Miss W reported feeling her relationship with food was ‘out of control’ and 
she wanted to work on her eating behaviours. Firstly, the knowledge from my research 
helped guide me when exploring Miss W’s difficulties with food. Secondly, I felt 
more confident in offering potential interventions Miss W could choose from, 
including mindfulness (as my research, despite focusing on adolescents, indicated this 
might be useful for emotional eating); Miss W chose to use food diaries to monitor her 
food intake and thoughts/feelings that triggered her emotional eating and we practiced 
mindful eating (Albers, 2008) so she could develop an alternative relationship with 
food (please see research dossier for further reflections on my research).
Finally, many of the clients I saw this year often felt ashamed, embarrassed and 
confused about their psychotic symptoms (whether they were currently experiencing 
symptoms or not). Thus, I felt it imperative that I adopt an approach of normalisation 
and acceptance that allowed me to explore clients’ experiences in a de-pathologising 
manner. Simultaneously, lising the core conditions, I would facilitate a safe, empathie 
therapeutic space and provide clients with an ethical and respectful relationship; this, 
more than ever, is core to my therapeutic stance.
Crucially, this year I also went through an important process in my personal 
development. Since failing in first year, my confidence had gradually been building, 
but remained fragmented. My supervisor helped me to see that I am competent but 
that I lack confidence because of my critical mind and unfair comparison with others.
Through continuously reinforcing this message, she helped me be nicer to myself, 
supported me, challenged me and contributed to my development of becoming an 
autonomous and competent practitioner.
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Alongside this, I thought seriously about how I wanted to use CBT and realised 
several aspects of it fitted well with my ideal way of working. I value its collaborative 
and transparent nature and like how the therapeutic relationship within CBT can be 
empowering for clients. Furthermore, I enjoy using Socratic questioning as it helps me 
elicit the client’s idiosyncratic meaning and understand their phenomenological 
experience. An additional benefit of CBT is that it helps me with my need to get 
things ‘right’ because its collaborative nature promotes shared responsibility with the 
chent This affords me the abihty to use CBT flexibly in a way that benefits the chent 
while modelling an attitude of ‘not knowing’, rather than expecting myself to know all 
the answers. Through this, I feel I finally am able to adopt a position in which I am 
responsible to the client, but not for them.
Additionally, this year I began reading around third-wave CBT approaches and one 
that reahy spariced my interest was compassion-focused therapy (Gilbert, 2009). This 
multi-modal approach fits well with my personal therapeutic stance and I beheve there 
is great power in attending to chents with compassion. For example, with Miss W, by 
adopting a compassionate stance, I was able help her develop a different way of 
responding to herself; gradually, she incorporated compassionate statements into her 
automatic-thought repertoire and began to respond to her critical thoughts with 
kindness. OveraU, I beheve it can help chents increase flexibility in responding to 
their difficulties so they are able to reduce their critical thoughts and increase 
compassion for self and others, leading to enduring cognitive and emotional change.
Still, despite my relatively positive opinion of CBT, I am conscious it can be used in a 
limited, inflexible way and has the potential to force people into ‘regulation-shaped 
categories’ (Sanders, 2008, p.46). I have been lucky to see that it can be used 
relationally, focusing on the clients’ individuahty without pathologising them; 
however, in the current economic chmate, with its focus on paymcnt-by-rcsults, I see 
that such a flexible approach is not always adopted. Despite this, I intend to strive to 
always explore the client’s individuahty and diversity, work at a pace that suits them 
and use CBT when it fits with what they want at that time.
Therefore, through this year I began to understand my therapeutic approach as a 
pluralistic one (McLeod, 2007); I see it as key that I work with chents collaboratively
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and that they guide the therapy, choosing their goals and the direction they want to 
take the work. Additionally, it is my hope that now, with my varied experience of 
therapeutic models and research, I will be able to offer clients a relationship where 
they can also choose the ‘method’, or therapeutic approach, to meet their goals.
Personal and professional integration
Overall, in my personal development I have managed to get back some of that curious, 
assertive girl I used to be and now have a stronger foundation for my confidence that 
is not solely dependent on achievement. I can still be self-critical, but have leamt to 
observe my critical thoughts and challenge them or simply reflect on them with 
curiosity and compassion. I beheve that I am a better counselling psychologist for this; 
if I can let go of my perfectionist self-standards and be more compassionate to myself^
I am in a better position to help chents with their distress. Of course, I am still aware 
of my weaknesses; for example I talk fast and am an anxious person, both of which 
can impact upon my chent work. Thus, while I may be coming to the end of the 
course, my personal development will inevitably continue. However, while I wiU 
always strive to do my best, I have leamt to be more flexible with my standards, and 
aUow myself to make mistakes and leam firom them (Casement, 2002).
Additionally, my personal development has helped me become less directive (and 
notice and reflect on when I am), openly acknowledge stmggles in the therapeutic 
relationship and work collaboratively with my chents to resolve these. Furthermore, I 
am better able to model a ‘coping’ not ‘mastery’ stance (Mahoney, 1974) in the 
therapeutic encounter; I am simply another human who is there to he with the chent 
and their distress. Overall, although I still stmggle with being judged, my confidence 
has improved and, because of this, I have been able to think carefully and 
autonomously about who I am as a practitioner.
To begin with, I do not identify with any one model over another but have assimilated 
skills and learning fi-om each into my way of practising. I particularly enjoy what I 
term the ‘human’ aspect of each model; the core conditions in person-centred, the 
focus on the interpersonal dynaniics between chent and therapist in psychodynamic, 
and the transparent and collaborative stance in CBT. Adopting these, I aim to work 
with chents in an environment characterised by empathy, unconditional positive
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regard and congruence, thus providing a secure base from which they can explore 
their world.
As chents usually come to therapy because they have become ‘stuck’ in some way, I 
feel my role entails sitting with their distress and validating their experiences. It is my 
hope that, through this, I can help chents become ‘unstuck’ and fulfil their innate 
abihty to meet their own needs, thus promoting self-efficacy. I beheve this process is 
facilitated by me being transparent; I aim to encourage an open environment in which 
the chent and I can discuss what is achievable within the time-fi-ame we have but 
where I also foster hope that things can change. I also place particular importance on 
the therapeutic relationship, and the relational-process occurring between the chent 
and myself, and I aim to foster a relationship characterised by collaboration, shared 
aims and shared responsibihty.
Furthermore, I make use of myself and my intuitive senses to guide me in my 
exploration of the client’s world; thus, I notice and make use of the feehngs the chent 
evokes in me to help further our understanding of their difficulties. So, while I may 
translate the concepts used into the language of the context I am working in at the 
time, I consider transference, countertransference, projection and the interpersonal 
process essential to monitor and use as junctures for cognitive and emotional 
exploration with the chent. Finally, I continually evaluate my practice by using my 
internal supervisor (Casement, 2002) and reflecting on sessions with my supervisor.
OveraU, I beheve my therapeutic approach is pluralistic, whereby the therapeutic 
relationship, not the theoretical perspective, is fundamental to success. I aim to 
consider chents’ difficulties holistically and formulate and work with each client 
coUaboratively in a way that fits them and gives credence to their phenomenological 
experience. Additionally, I feel it is important to keep up with the current evidence- 
base, whilst also maintaining my openness, flexibility, playfulness and reflexivity.
Above all, I hope to provide chents with an ethical, respectful, egahtarian relationship 
in which they feel safe, valued and understood, and through which they can gain a 
deeper understanding of themselves, thereby bceoming more accepting of who they 
are, and able to begin to live life in a more satisfying way.
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Continuing forward
It has been difficult to condense my personal and professional development into this 
short paper but I hope I have painted a picture of my journey that adequately portrays 
the counselling psychologist I have come to be. This course has been both challenging 
and exhilarating but, coming to the end, I feel I have achieved far more than a 
doctorate; from the naive young girl I was, I have developed into a reflective, self- 
aware, curious and compassionate practitioner. Now I face the next phase with a 
mixture of trepidation and excitement as I realise the last four years have helped me 
feel ‘good enough’ to leave the safety of the course and continue on my journey as a 
counselling psychologist.
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Introduction to the research dossier
The research dossier consists of one literature review and two research projects which 
I completed during my training. The literature review explores the effect of parental 
styles and parental control on adolescents’ relationship with food, alcohol and drugs.
The first empirical piece of research is a baseline study looking at the influence of 
parental control, modelling and adolescent autonomy on adolescents’ diet and eating 
behaviour while they live at home. The second empirical piece of research is a 
longitudinal follow-up study looking at the influence of parental control, modelling 
and adolescent autonomy on adolescents’ diet and eating behaviour after they have 
left home.
Following each piece I have included my personal reflections and an appendix 
section. At the end of the literature review the appendix section consists of copies of 
three literature searches I conducted and details of the journals to which I intend to 
submit the papers. At the end of each research paper the appendix section consists of a 
copy of the ethical approval for this research, each questionnaire I used and details of 
the journals to which I intend to submit the p^ers. The appendix of my second 
empirical research piece also includes a copy of the full text and coding for my 
content analysis and the content analysis categories table.
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Literature review
The effect of parental styles and parental control on adolescents’ relationship 
with food, alcohol and drugs: A review of the literature.
Emma Dickens (cowesponding author), supervised by Professor Jane Ogden
Abstract
Adolescence is a critical period for the development of an unhealthy relationship with 
alcohol, drugs and food and parents are often regarded as central to influencing this 
relationship. Thus, the aim of this paper was to review the available empirical 
literature exploring the role of parental styles and control in adolescents* relationship 
with food, alcohol and drugs. It begins by discussing mechanisms of parental 
influence, then looks at parental control (coercive and inductive control) and considers 
this in the light of parental styles. Parental styles and control are then discussed in 
relation to disordered eating, alcohol and drugs. Inductive control and the authoritative 
style are associated with healthier eating attitudes and behaviours in adolescents but 
coercive control and authoritarian style are more likely to lead to an unhealthy 
relationship with food; permissive or neglectful styles appear to have no relation to 
disordered eating. Additionally, authoritative parenting and inductive control protect 
against adolescent substance use but permissive and neglectful styles seem 
particularly salient to the development of an unhealthy relationship with drugs or 
alcohol. The relationship between the authoritarian style and substance use was less 
clear. The findings are discussed in relation to counselling psychology and 
suggestions for future research are considered.
Keywords: Adolescence, parental control, parental styles, disordered eating, alcohol, 
drugs.
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Introduction
Today, it is well established that adolescence can be a critical period in the 
development of an unhealthy or difficult relationship with drugs, alcohol and food 
(Kandel & Logan, 1984; Kosterman, Hawkins, Guo, Catalano & Abbott, 2000; Oman 
et al., 2004; Thelen, Mann, Pruitt & Smith, 1987). The resulting behaviours, such as 
alcohol abuse, drug abuse or disordered eating, can cause the person distress (Berk,
2008) and might lead them to seek therapeutic help. Therefore, as adolescent alcohol, 
drug and eating problems are still prominent in today’s society, it is important to try to 
understand the reasons behind these difficulties.
Adolescence has been defined as starting ‘fi-om the beginning of puberty 
(approximately 11 in girls and 12 in hoys) until an individual is physically and 
psychologically mature’ (Peterson, 2010, p.53). However, the end of adolescence is 
more difficult to define (Arnett & Taber, 1994) but, for the sake of this review, I will 
focus on the existing literature that encompasses those aged 11-18. According to 
statistics (NatCen, 2006) in 2006, 21% of pupils aged 11-15 had drunk alcohol in the 
previous week and 17% reported they had taken drugs in the last year; significantly, 
substance use is a risk factor for negative effects on adolescent health, emotional 
distress and relationships (Newcomb & Bentler, 1988)
Correspondingly, research into eating disorders and disordered eating has indicated 
that adolescence is a period of elevated risk for the onset and exacerbation of such 
problems (Smolak & Levine, 1996). Eating disorders include Anorexia Nervosa (AN), 
Bulimia Nervosa (BN), Bmge Eating Disorder (BED) and Eating disorders not 
otherwise specified (EDNOS). Other behaviours classed under the term disordered 
eating include excessive dieting and overeating; these do not meet the specifications 
of an eating disorder but, nonetheless, concern body image and/or eating and can have 
a harmful impact upon an adolescent’s health and emotional distress (Berk, 2008; Pike 
& Striegel-Moore, 1997).
Unsurprisingly, much research has been devoted to understanding factors contributing 
to the development of such difficulties in adolescence and it is agreed that the causes 
are multi-factorial. Identified risk factors for the development of eating problems 
include gender (Baker et al., 2009), the media’s portrayal of an unrealistic body-ideal,
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peer relations, (Field, Camargo, Taylor, Berkey & Colditz, 1999) developmental 
changes, sociocultural pressures to be thin (Levine, Smolak, Moodey & Shuman, 
1994) and frequency of family meals (Haines, Kleinman, Rifas-Shiman, Field & 
Austin, 2010). Research into alcohol and drug use has also emphasised the influence 
of peers (Kristjansson, Sigfusdottir, James, Allcgrante & Helgason, 2010), 
socioeconomic factors, and physiological factors such as sensation seeking, genetics, 
and academic failure (Hawkins, Catalano & Miller, 1992).
In addition, it is generally agreed that the adolescent’s primary caregiver(s) can have a 
significant influence on their relationship with food, alcohol and drugs. While parents 
are usually presumed to have their child’s best interest at heart (Rodgers, Paxton & 
Chabrol, 2009), how they try to achieve the best for their child can differ significantly. 
Previous research suggests this depends considerably on parenting style which reflects 
variations in demandingness, responsiveness and control (Baumrind, 1991; Querido, 
Warner & Eyeberg, 2002). Therefore, much research has investigated the role parents 
play, particularly the impact of parental attitudes, behaviour and overall style, in 
adolescent eating, alcohol and drug problems (Field et al., 2001; Weiss & Schwarz, 
1996).
One such review that explored the influence of parents on adolescent ‘risky’ 
behaviour was conducted by Trincas, et al. (2008). This review focused on parental 
monitoring and explored the findings relating to direct techniques including rules and 
punishments and indirect techniques including surveillance of adolescent activities. 
Additionally, although their search strategies were not clearly defined, they did state 
that they were focusing on the effect of parental monitoring on risky behaviours 
including, but not limited to, abuse of alcohol/drugs and eating disorders. Importantly, 
they found that high levels of parental monitoring and parental support were 
protective against such risky behaviours. Furthermore, they referred speeifieally to the 
impaet of parental styles on adolescent eating disorders and showed the authoritative 
style was more protective against eating disorders than others.
However, Trincas, et al. (2008) did not specify the age range of adolescence and used 
the term parental monitoring interchangeably with parental control which limits the 
scope of their review; parental monitoring is only one type of control which, in their
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review, only referred to the parents’ desire to know and control the adolescents 
whereabouts (Trincas et al., 2008). They, therefore, did not distinguish between 
different types of parental control. However, understanding the role of different types 
of control is valuable for counselling psychologists as it can be useful when working 
therapeutically with a client. More specifically, an exploration of a client’s 
relationship with their parents and whether their parents used inductive or coercive 
control (or the adolescent perceived it this way), or no control, can provide more 
information for an accurate formulation which will affect the rest of the therapy.
Therefore, while this review is salient to the current paper, to my knowledge there has 
not heen a comprehensive review of the literature specifically relating to the impact of 
parental styles and control upon adolescents’ relationship with drugs, alcohol and 
food. In line with this, the question guiding the current review is: How do parental 
styles and parental control impact upon adolescents’ relationship with food, alcohol 
and drugs? Accordingly, the aim of the current paper is to explore the role of parental 
styles and parental control, specifically considering parental inductive and coercive 
control techniques, with regard to adolescents’ relationship with food, alcohol and 
drugs.
The mechanisms of parental influence
Previous literature has revealed that there are two main mechanisms of parental 
influence: social learning and control (Brown & Ogden, 2004). Two processes are 
involved in social learning: modelling and social reinforcement. Modelling theories 
suggest that children will leam behaviours fi-om their parents through observation and 
vicarious reinforcement (Bandura, 1977). Specifically, exposure to parental 
behaviours will mould outcome expectations and beliefs about the consequences of 
certain actions. Thus, through vicarious reinforcement, if a parent displays a behaviour 
that leads to positive consequences, the child is more likely to copy this behaviour 
(Bandura, 1977). Conversely, if a parent models a behaviour that leads to negative 
consequences the child is less likely to exhibit such behaviour themselves (Bandura & 
McDonald, 1994). Social reinforcement, on the other hand, is where, if a parent 
expresses a positive attitude towards a behaviour, the child is more likely to adopt this 
behaviour and vice versa if a negative attitude is expressed (Kandel & Davies, 1992).
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Significantly, modelling and reinforcement can go some way to explaining the 
incidence of drug and alcohol use and disordered eating in adolescence. Children of 
alcoholics have been shown to be at greater risk of developing behavioural problems 
and early onset substance abuse (Eiden, Colder, Edwards & Leonard, 2009) while 
children of parents who model healthy behaviours are more protected from sub stance ' 
use (lessor, Turbin & Costa, 1998). Critically, Petraitis, Flay and Miller (1995) found 
that children who observed their parents using alcohol were more likely use it 
themselves. Conversely, those adolescents with parents who discourage alcohol use 
are less likely to use alcohol or drugs while children of parents who held more 
positive attitudes towards substance use were more likely to be the heaviest substance 
users (Miller & Plant, 2010). Thus, parental attitudes and behaviour can influence 
adolescent substance use.
This is important to consider in therapeutic assessments with clients as, firstly, if the 
client has any family history of substance use this may predispose them to use 
themselves. However, equally important are the attitudes that their family express 
towards substance use. Therefore, obtaining this information in an assessment can 
provide the therapist with a better understanding of why the client has come for 
therapy and what they may need to do to facilitate a change in the client. Yet, while it 
is clear that parental use of substances is often copied by their adolescent children, 
research has also shown that this effect is mediated by other factors such as parental 
boundary setting (Peterson, 2010) which links to parental styles and parental control.
Research has also shown that children leam specific attitudes and behaviours towards 
food fi*om their parents. For example, Steiger, Stotland, Ghadirian and Whitehead 
(1995) found that mothers’ weight concern was similar to that of their daughters, 
perhaps showing the importance of parental attitudes towards food. Similarly, 
Wertheim, Mee and Paxton (1999) found that parental food abstaining behaviours 
could predict similar behaviours in their daughters. Interestingly, Wertheim, et al. 
(1999) also found that parental encouragement, a form of social reinforcement, was 
just as important in predicting daughters’ dietary practices as parents’ own weight loss 
behaviours, suggesting the importance of both social reinforcement and modelling 
with regards to eating practices. Therefore, the literature on the social learning 
explanations for adolescent food, alcohol and dmg-related behaviours suggests that
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parents can play a key part through the process of modelling and social reinforcement 
which is important for counselling psychologists to consider.
However, as with alcohol and drug use, findings have revealed that disordered eating 
and eating disorders are also influenced by parental restriction and pressure (Carper, 
Orlet & Birch, 2000) and parental care (Swanson et al., 2010), all of which link to 
parental styles and parental control. Furthermore, there are examples where an 
adolescent will develop a problem with food while the parents do not exhibit the same 
attitudes or behaviours (Bowman, 2007). Consequently, there is a need for a more 
sophisticated understanding of theory and research. Thus, while this paper is not 
denying the salience of parental modelling (nor minimising the importance of the 
other aforementioned influences on an adolescent’s relationship with food, alcohol 
and drugs) the focus will now fall on another mechanism of parental influence: 
control.
Control
The concept of control permeates a number of theoretical perspectives, reflecting how 
control attempts can have an impact upon one’s cognitions (Wegner, Schneider,
Carter & White, 1987), behaviour and level of conformity (Rollins & Thomas, 1979). 
Furthermore, research has suggested that any attempt to control another person often 
leads to psychological reactance in the person being controlled.
Specifically, reactance theory (Brehm, 1966) posits that every person perceives that 
they can partake in certain activities which are assumed to be free behaviours. For the 
individual to recognise behaviour as free they must be aware that they can engage in it 
now, or in the future, and must possess the psychological and physical capabilities to 
participate in the activity. Therefore, if the individual feels that a fi-ee behaviour is 
being restricted or threatened with elimination, this will likely lead to reactance 
(although not necessarily consciously). In laymen’s terms, if an adolescent feels that 
their choice is being taken away or limited by their parents, they are likely to react, 
aiming to re-establish their freedom. However, this reactance does depend on how 
strong the control attempts are (Rollins & Thomas, 1979) and the profits/losses 
associated with reacting (Rollins & Thomas, 1975).
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In hne with this, Rollins & Thomas’ model posits three central aspects to parental 
influence: control (inductive or coercive), power and support. It proposes that control 
is ‘behaviour of the parent toward the child with the intent of directing the behaviour 
of the child in a manner desirable to the parents (Rollins & Thomas, 1979, p.321). 
Findings have indicated that there is a curvilinear effect of control whereby low to 
moderate levels of control may lead to acceptance, conformity or compliance but 
moderate to high levels of control are more likely lead to reactance, such as rebellion 
(Rollins & Thomas, 1979).
More specifically, coercive control involves external pressure placed on the child by 
the parent in an attempt to maintain unquestioned authority, using techniques such as 
unqualified power assertion and punitiveness. Conversely, inductive control is where a 
parent attempts to induce voluntary compliance using such techniques as firm control, 
flexibility and maturity demands and the adolescent is more likely to perform and 
internalise the preferred behaviours. Thus, coercive control falls at the higher end of 
the control curve whereas inductive control falls at the lower end (Rollins & Thomas, 
1979). Therefore, if the child or adolescent feels that the parental control is coercive, 
this is more likely to lead to reactance (Rollins & Thomas, 1975). However, how the 
adolescent reacts to control will also depend on the level of power the parent holds 
(Rollins & Thomas, 1979).
Power in this model is explained using Hoffinan’s (1960) definition; ‘the potential an 
individual has for compelling another person to act in ways contrary to their own 
desires’ (p. 129). The key distinction between power and control is that a parent may 
have power over their child but will not necessarily try to control them. However, 
parental power is more likely to have an impact upon a child when associated with 
control attempts. The three types of power highlighted by Rollins and Thomas (1979) 
included outcome control power whereby the parent uses rewards/punishments in 
response to child compliance (or non-compliance); expert power is when the parent 
possesses the knowledge and skills to teach the child; and legitimate power refers to 
‘the parent’s right or authority to request compliance fi-om the child’ (p.321). Key to 
their theory is that, while power is not regarded as a parental behaviour, parental 
control attempts are more likely to be successful in bringing about child compliance 
when parents are perceived as powerful.
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Finally, support in Rollins & Thomas’ (1979) model is defined as ‘a behaviour 
manifest by a parent toward a child that makes the child feel comfortable in the 
presence of the parent and confirms in the child’s mind that he is basically accepted 
and approved as a person’ (p.320). Support is also an important factor in mediating the 
potential effects o f  parental control. According to the theory, parental support, power 
and inductive control are more likely to contribute to compliance in a child whereas 
parental coercion is more likely to lead to reactance (Rollins & Thomas, 1979).
Therefore, these theoretical perspectives on control provide background information 
relevant to the current literature review. Firstly, control can lead to reactance in the 
person being controlled and, secondly, inductive control techniques are more likely to 
lead to compliance but coercive techniques are more likely to lead to reactance.
Lastly, parental support and power, as well as control, are both useful factors to 
consider when determining how an adolescent will react to parental control attempts. 
Thus, it seems important to consider the specific role of parental styles as each style 
encompass different levels of support and control and, as a counselling psychologist, it 
is useful to be aware of these differences and their effect on adolescent behaviour.
Parental styles and parental control
Research has posited that there are four main parental styles: authoritative, 
authoritarian, permissive (indulgent) and neglectful (uninvolved) (Baumrind, 1967; 
1971; Maccoby & Martin, 1983). According to Baumrind (1971; 1991) these styles 
differ on levels of demandingness, responsiveness and control. Responsiveness is 
defined as ‘the extent to which parents intentionally foster individuality, self­
regulation and self-assertion by being attuned, supportive and acquiescent to 
children’s special needs and demands’ (Baumrind, 1991, p.62). Demandingness is 
defined as ‘the claims parents make on children to become integrated into the family 
whole by their maturity demands, supervision, disciplinary efforts and willingness to 
confront the child who disobeys’ (pp.61-62).
The authoritative style is characterised by high parental demandingness, high parental 
responsiveness and inductive control (Maccoby & Martin, 1983). Thus, parents using 
this style prefer to use mutual reciprocity (Wintre & Yaffe, 2000) to guide their
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children rather than expecting their children to accept their demands unquestioningly 
(Darling, 1999). They are also more likely to use techniques such as flexibility and 
maturity demands (Lewis, 1981) and be supportive. Findings relating to authoritative 
families have suggested that this is the most effective style (Schucksmith, Hendry & 
-Glcndiuning,-1995) as the children usually become more socially competent (Weiss"& 
Schwarz, 1996), autonomous (Wintre & Yaffe, 2000), less prone to internalizing 
distress (Steinberg, Blatt-Eisengart & Cauffinan, 2006) and develop fewer problem 
behaviours (Darling, 1999).
Conversely, the authoritarian style is characterised by high parental demandingness, 
low parental responsiveness and coercive control (Maccoby & Martin, 1983). Parents 
adopting this style will use techniques that reflect their wish to remain unquestioned 
such as punitiveness, guilt induction and unqualified power assertion and will usually 
be less supportive than parents who adopt an authoritative style. Generally, findings 
relating to this parenting style suggest that children in such families may suffer fi-om 
poor psycho-social outcomes such as lower self-esteem (Darling, 1999), higher levels 
of aggression and less social adjustment (Dong & Zhou, 1997).
The permissive style is characterised hy high levels of responsiveness but low levels 
of demandingness. Parents firom these families are likely to be supportive of their 
children but have a laissez-faire attitude and so provide little guidance and do not use 
any control. Research has shown that children fi-om these families tend to have poor 
academic achievement and school engagement but possess more self-confidence and 
social competence (Steinberg & Lambom, 1994). Finally, uninvolved or neglectful 
parenting is also characterised by a lack of control. However, neglectful parents are 
unresponsive and undemanding and findings have suggested that these children suffer 
the most psychosocial deficits (Miller, DiOrio & Dudley, 2002) including less 
competency, less maturity, more emotional distress and more difficulties in life 
(Steinberg et al., 2006).
For this review, it is also useful to consider the connection between Rollins and 
Thomas* (1979) model of control and Baumrind*s (1967) parental styles. Baumrind 
found similarities in children exposed to control attempts such as firmness and 
maturity demands and placed these under the authoritative parenting style. Rollins and
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Thomas (1979) incorporated these techniques which are more mutually reciprocal 
(Wintre & Yaffe, 2000) under the term inductive techniques. Coercive control, on the 
other hand, is characterised by techniques that fit with those used by parents with an 
authoritarian style (Baumrind, 1967). Additionally, all styles vary on the level of 
parental support which also links with Rollins and Thomas’ (1979) model.
In the following section I will explore how the different parental styles influence 
adolescents’ relationship with food, alcohol and drugs. Furthermore, based on Rollins 
and Thomas’ (1979) description of inductive and coercive control techniques, which 
fall under authoritative and authoritarian parental styles respectively, it is important to 
consider both types of control separately, rather than refer to them as a unitary 
measure. Therefore, in the next section I have included studies that:
- Refer to Baumrind’s (1967) or Maccoby and Martin’s (1983) typology of 
parental styles.
Refer to inductive or coercive control.
Sample participants aged 11-18.
I have excluded studies that:
Do not clearly define parental control as I am unable to determine whether 
they are referring to inductive or coercive control (thus, I have also excluded 
studies relating to parental monitoring as it does not distinguish between 
coercive or inductive control)
- Use only the Parental Bonding Instrument (PBI) (Parker, Tupling & Brown, 
1979) as a measure of parental control. This instrument measures parental 
overprotection (also termed control) but it has been argued that it does not 
distinguish between types of control (Kendler, Sham & MacLean, 1997; 
Murphy, Brewin & Silka, 1997) and, therefore, is not specific enough for the 
present review.
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Parental styles, parental control and disordered eating
During adolescence the impact of parental styles and control on eating behaviour 
depends on the type of style and whether the control tactics used are persuasive 
(inductive) or pressuring (coercive) (Lewis & Butterfield, 2005). The majority of 
research has suggested that authoritative parenting encourages healthy eating 
(Kremers, Brug, de Vries & Engels, 2003) and discourages eating problems in 
adolescence more than any other style (Trincas, et al., 2008). Additionally, those 
adolescents whose parents use inductive techniques are more likely to react positively 
and have a healthier attitude towards food (Lessard, Greenberger & Chen, 2010).
Even in clinical samples higher scores on the Eating Disorders Inventory-2 have been 
found to be negatively correlated with authoritative parenting styles (Enten & Golan,
2009).
Research has also considered the effect of the adolescent’s gender on eating disorders 
(Beattie, 1988). Fonseca, Ireland and Resnick’s (2002) study, with a sample of 9,042 
adolescents aged 12-18, found that parental supervision (which was autonomy- 
limiting) had a positive effect on female extreme weight control behaviours but a 
negative effect on boys. Furthermore, family communication protected against 
excessive dieting for girls whereas connectedness with fiiends and family was 
protective for boys. However, as weight control behaviours were measured through 
self-reports, the results could have suffered due to participant misrepresentation. 
Furthermore, as the dataset was cross-sectional, risk factors could be identified but no 
causal inferences could be drawn. Despite this, it seems important to be aware of 
gender differences and the effect they might have on research findings such as those 
above.
In their study, also cross-sectional, Enten and Golan (2009) revealed that higher scores 
on the Eating Disorders Inventory-2 correlated positively with the authoritarian 
parenting style. Correspondingly, Gillett, Harper, Larson, Berrett and Hardman (2009) 
studied family rules, defined as ‘implicit, unwritten family norms’ which ‘facilitate or 
inhibit com m unication, understanding. Openness, growth and connection within the 
family’ (p. 160). Using a sample of 51 eating-disordered and 51 non eating-disordered 
female participants aged 13-25 who were still living with their parents, Gillett, et al.
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(2009) found more correlation between constraining rules and eating disorder 
participants than there was with controls.
Saliently, Latzer, Lavee and Gal (2009) found that, out of 30 families with a daughter 
diagnosed with an eating disorder and 30 healthy controls, adolescents with Anorexia 
Nervosa or Bulimia Nervosa tended to come from more autonomy-limiting families. 
As Sights and Richards (1984) stated, ‘failure to develop an appropriate sense of 
autonomy is a likely outcome of prolonged exposure to intrusive, demanding and 
overprotective parents’ (p.4). Therefore, authoritarian parenting, characterised by 
coercive control techniques is seemingly more intrusive (Bruch, 1973; Trincas et al., 
2008), demanding and autonomy-limiting (Williams, Chamove & Miller, 1990) than 
other styles.
Furthermore, research has also found that lack of support (Fairhum, Welch, Doll & 
Davies, 1997; Hodges, Cochrane & Brewerton, 1998) and lack of warmth (Lessard et 
al., 2010) from one or both parents can be a risk factor for disordered eating. 
Additionally, Schmitz et al. (2002), in a study of 3798 seventh grade girls, discovered 
that, when parents were more responsive, girls were more likely to choose adaptive 
weight control techniques. Importantly, these studies took into account adolescents’ 
perceptions of parental styles, possibly because an adolescent’s perception of whether 
their parents are warm, supportive and responsive might be more significant in 
influencing their reaction than parent’s perception; further research that considers both 
adolescent and parent perception of parental styles and control might be interesting to 
assess this relationship further. Overall, the findings suggest that parents who use 
inductive techniques and are responsive and supportive (or are perceived this way) can 
help to protect against eating disorders as the adolescent feels that they are involved in 
a mutually-reciprocal relationship in comparison to an autonomy-limiting one.
Edmunds and Hill (1999) also explored the relationship between maternal coercive 
control techniques and unhealthy dieting patterns. Using a sample of 402 12 year olds, 
coercive techniques (such as threatening no dessert if dinner was not finished) were 
correlated positively with body image concern and unhealthy dieting patterns in 
females and, interestingly, also in a quarter of males studied. The cross-sectional 
nature of this study meant no causal inferences could be made but similar results have
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been obtained through longitudinal studies. Salafia, Gondoli, Coming, Bucchianeri, 
and Godinez (2009) used self-report measures on 58 boys and 73 girls, aged 11-12 at 
the outset of the study. They found that control techniques such as guilt induction used 
by parents on their 6* grade children led to reduced self-competence in 7* grade 
which predicted bulimic symptoms in 8* grade. Additionally, research by Enten and 
Golan (2009) revealed that maternal self-reported authoritarian style is inversely 
correlated with patient recovery. Therefore, such research shows the detrimental 
effect, whether it be direct or indirect, of maternal coercive control techniques on 
adolescent eating behaviour.
Enten and Golan (2009) also found that paternal authoritarian style was directly 
associated with higher Eating Disorder Inventory-2 scores. Similarly, McEwen and 
Flouri (2009) in a study of 208 11-18 year olds found a direct effect of paternal 
coercive techniques, such as guilt-induction and manipulation, on eating disorder 
symptoms. Although only short-term, this research suggested paternal autonomy 
granting can protect against disordered eating (McEwen & Flouri, 2009). Therefore, 
this could indicate that the gender of the parent is important to consider when 
exploring the effect of parental style and control on adolescent eating.
Surprisingly, research into the effect of permissive and neglectful parenting styles in 
relation to disordered eating is scarce and those that do attempt to study the effect 
often find no correlation (Enten & Golan, 2009), although there is one comprehensive 
study of parental styles on Anorexia Nervosa (AN). This revealed a positive 
relationship between authoritative parenting and AN, a negative relationship between 
authoritarian parenting and AN, and no relationship between permissive parenting and 
AN in female adolescents aged 14-17 (Momeni & Amiri, 2008). However, while it 
appears that permissive parenting may have no relation to adolescent food-related 
bchaviuur, because fmdings are so limited, no significant conclusion can really be 
drawn about the relationship between permissive and neglectful styles and an 
adolescent’s relationship with food.
On the whole, research suggests that inductive techniques and support (key aspects o f 
authoritative styles) are associated with healthier eating attitudes and behaviours in 
adolescents. Conversely, coercive control techniques and lack of support (key aspects
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of authoritarian styles) are more likely to lead to reactance in adolescents; according 
to this research they will react inwardly, developing an unhealthy attitude towards 
food. Parents who do not use any form of control, the permissive or neglectful styles, 
appear to have no relation to disordered eating but further research is necessary in this 
area.
Parental styles, parental control, and drug and alcohol use
As the majority of research into the effects of parental styles and control on 
adolescents’ use of drugs and alcohol actually considers both concurrently, this paper 
will review them simultaneously (when referring to both, the term ‘substance use’ will 
be used). Firstly, research into the effect of parenting styles on adolescent substance 
use has revealed positive implications of authoritative parenting as it is associated 
with less parent-reported (Smith & Hall, 2008) and self-reported substance use 
(Fletcher & Jeffries, 1999).
Importantly, Baumrind (1991) measured two aspects of parenting styles, 
responsiveness and demandingness, across three time periods (age 4, 9 and 15) and 
found that, at time three, the combination of higher levels of responsiveness and 
demandingness was protective against adolescent drug use. Furthermore, Pearson 
(1989) showed that inductive techniques are also positively related to a reduced risk of 
substance use and Cohen and Rice (1997) revealed similar fmdings for adolescent 
alcohol use. They also found adolescent perception of parental styles had more of an 
effect on substance use than did the parents’ own perception; this suggests that how 
the adolescent perceives their parents is more important than how parents perceive 
themselves.
Research by Lambom, Mounts, Steinberg and Dombusch (1991) and Steinberg and 
Lambom’s (1994) one year follow-up study on 2,300 14-18 year olds also revealed 
positive implications for the authoritative style on adolescent substance use. 
Importantly though, due to the design of the study, Steinberg and Lambom (1994) 
were able to conclude that the correlation between authoritative style and adolescent 
substance use was at least partially caused by the impact parents have on adolescent 
behaviour. This research is critical as it reveals that parental style actually precedes
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adolescent substance use whereas the majority of research in this field is correlational 
and, thus, cannot assume causation.
Saliently, through a long-term comparison of different cultures. Pilgrim (1998) and 
Pilgrim, Luo, Urberg and Fang (1999) found that a lack of authoritative parenting was 
associated with higher levels of drug use for European-Americans, Afiican-Americans 
and Chinese. Adalbj amardottir and Hafsteinsson (2001) also measured adolescent 
drug use in Iceland both concurrently (at age 14) and longitudinally (14-17) and found 
that those adolescents with authoritative parents were protected against alcohol and 
drug use. Furthermore, in Brazil, more supportive parents were associated with 
reduced adolescent involvement with drugs and alcohol (De Paiva & Ronzani, 2009); 
support being a key aspect of authoritative parenting.
Likewise, in Spain, adolescent perceptions of unsupportive parents were associated 
with higher alcohol and drug use (Alvarez, Martin, Vergeles & Martin, 2003). 
However, Garcia and Gracia (2009) found that in Spanish families the permissive 
style was equally associated with reduced adolescent substance use risk. Therefore, 
while it is undisputed that authoritative parenting and use of inductive techniques is 
associated with less adolescent substance use, it is still important to consider the 
context in which the parental style is perceived as different cultures may prefer 
different styles.
Conversely, research into the impact of the authoritarian style is somewhat equivocal. 
Some have suggested there is little difference between the impact of the authoritative 
and authoritarian styles on adolescent substance use (Adalbamardottir & Hafsteinsson, 
2001; Lambom et al., 1991; Steinberg & Lambom, 1994). Others have found that 
parental coercive techniques are actually effective in reducing adolescent alcohol use 
(Mogro-Wilson, 2008; Van der Vorst, Engels, Meeus & Dekovié, 2006), while further 
studies have found coercive techniques are negatively associated with adolescent 
substance use (Brook, Whiteman & Gordon, 1981; Supple, 2001). It is important, 
therefore, to note any similarities and differences in these studies.
Initially, methodology should be considered; as every researcher based their results on 
adolescent reports the only differences were between the lengths of the studies, some 
being longitudinal (Adalbjamardottir & Hafsteinsson, 2001; Lambom et al., 1991;
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Steinberg & Lambom, 1994; Van der Vorst et al., 2006) and others cross-sectional 
(Brook et al., 1981; Mogro-Wilson, 2008; Supple, 2001). Firstly, the finding that 
coercive techniques are negatively associated with adolescent substance use is only 
supported by cross-sectional data. This does not mean that the findings are null but 
that further research, or a more complex appreciation of the interplay between 
coercive techniques and adolescent substance use, is needed.
Conversely, the findings that a) there is no difference between the effect of 
authoritative and authoritarian styles and b) coercive techniques reduce adolescent 
substance use, were supported by cross-sectional and longitudinal findings. Lastly, 
some studies suggest that a positive relationship with parents can be protective against 
substance use and that this is more common for the authoritative style than 
authoritarian (Lambom et al., 1991; Supple, 201). Thus, these findings could indicate 
that parental coercive control is the most influential factor in determining an 
adolescent’s relationship with dmgs and alcohol. Nevertheless, it may be that the 
impact of coercive techniques is mediated by whether parents are seen as warm and 
supportive or unsupportive. However, as not all of the studies confirmed these 
findings (Van der Vorst et al., 2006) further research would be necessary to test this 
possibility.
Additionally, some studies have suggested the impact of parenting style and control 
may depend on the gender of both the parent and adolescent (Patock-Peckham, 
Cheong, Balhom & Nagoshi, 2001). For example, in a study of 71 male adolescent 
marijuana or non-marijuana users, non-users reported coming fi-om a family where 
both parents were warm and did not use coercive control techniques (Brook et al., 
1981). However, the reports of the participants indicated that the fathers of marijuana 
users were more autonomy-limiting than the fathers of non-users. This research 
suggests there may be a greater impact of same-sex parents on adolescent behaviour 
than other-sex parents.
Furthermore, Bronte-Tinkew, Moore and Carrano (2006) in a study of 5345 
adolescents found that having a m other with a permissive or neglectfiil style 
significantly increased the risk factor for substance use and that having a father with 
an authoritariæi style marginally increased the risk for substance use in comparison to
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an authoritative style. The influence of the father’s parental style was further reduced 
if the father-child relationship was positive (more supportive) and positive father-child 
relationships were more protective for boys than for girls. This is important to reflect 
on when considering the impact of parental control on adolescent substance use; it 
"^ccms that fact0rs"suclras the"gender of the parent andTeveliof support influence the 
adolescent’s reactions to their parents’ demands relating to alcohol and drugs.
Research into the effect of permissive styles is generally more conclusive. Cohen and 
Rice (1997) found that the adolescents’ perceptions of their parents as permissive 
were at risk for adolescent alcohol use. More specifically, Hyatt and Collins (2000) 
found that 9* and 10* graders having highly permissive parents correlated with a 
higher likelihood of their trying alcohol and drugs. Furthermore, in a study with 710 
adolescents, three-quarters of those who reported having permissive parents were 
involved in self-reported heavy drinking by grade 9 (Tucker, EUickson & Klein,
2008). However, as stated earlier, in Spain permissive parenting actually has a 
positive effect on adolescent substance use (Garcia & Garcia, 2009), suggesting the 
need to consider the culture in which the parental style is being studied before 
assuming parental styles have the same effect in all cultures. Nevertheless, the 
majority of findings for permissive parenting suggest it has a negative association with 
adolescent substance use.
Similarly, neglectful parenting has also been associated with a higher consumption of 
both alcohol and drugs (Adalbjamardottir & Hafsteinsson, 2001). Critically, Lambom 
and colleagues in their long-term analytic studies found neglectful parenting was the 
most disastrous for adolescent substance use at time one (Lambom et al., 1991) and 
adolescent substance use continually increased for this group of individuals over the 
following year (Steinberg & Lambom, 1994).
Thus, it is clear that authoritative parenting and inductive control techniques can 
protect against adolescent alcohol and dmg use, although these should always be 
viewed in light of cultural considerations. Permissive and neglectful styles on the 
other hand, characterized by a lack of control, seem particularly salient to the 
development of an unhealthy relationship with dmgs or alcohol. The relationship 
between the authoritarian style and dmg and alcohol use, however, is less clear.
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Furthermore, it appears that other factors such as the level of support and the gender 
of the parent may be important in determining how an adolescent reacts to coercive 
control.
Bringing it all together
Overall, it appears that authoritative parenting is the most successful style for 
protecting against the initiation and maintenance of adolescent drug use, alcohol use 
and disordered eating. Permissive parenting and a lack of parental control has more of 
an influence over adolescent alcohol and drug use than disordered eating, suggesting 
that such a style is a risk factor for substance use. Lastly, authoritarian parenting and 
coercive control has more of a negative influence over disordered eating.
Interestingly, although research is not conclusive, coercive techniques were also 
associated with reduced substance use in some of the studies, in contrast to the 
negative impact this form of control may have on eating behaviour; although, this 
depended, in part, on the methodology used in the research and was mediated by the 
level of support the adolescent received and the gender of the parent. A possible 
explanation for this difference between disordered eating and substance use hterature 
in relation to coercive control might relate to the level of power a parent has.
As stated earlier, Rollins and Thomas (1979) suggested there are three central tenets to 
parental influence; control, support and power. The adolescent may consider the level 
of coercive control as well as support and legitimate parental power before reacting or 
conforming to parental demands. Therefore, it is possible that adolescents perceive 
their parents as having more legitimate power (Rollins & Thomas, 1979) over their 
alcohol and drug use than their eating behaviours. This could have mediated the 
impact of coercive control in the research reviewed in the current paper leading to the 
finding that, generally, eoereive eontrol has more of a negative impaet on disordered 
eating than it does on substance use. However, more research is necessary to test this 
possibihty directly.
On the other hand, the results relating to inductive control were conclusive; 
adolescents whose parents use this type of control are less at risk of drug and alcohol 
abuse or disordered eating. This, embedded in a parental style also characterized by
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demandingness, support and responsiveness is likely to help guide the adolescent into 
a healthier relationship with food, alcohol and drugs.
Modelling and parental control
As stated-earlier, the influence of parental modelling is also salient to an adolescent’s " 
relationship with food, alcohol and drugs, which is important for counselling 
psychologists to consider. While this was not the focus of the present review, the 
importance of parents’ own attitudes and behaviours should not be ignored. Therefore, 
I will briefly present the findings relating to modelling that I came across when 
searching the hterature relating to parental control.
Critically, research has shown that children of parents with eating disorders or 
disordered eating patterns are more likely to develop disordered eating themselves 
(Field et al., 2008). Haycrafl: and Bhsett (2010), when conducting self-report measures 
on 105 eating disordered mothers, found mothers with buhmic symptoms were more 
likely to adopt an authoritarian style in comparison to non-eating disorder mothers. 
Similarly, Birch and Davison (2001) found that overweight parents or those who 
struggle controlling their food intake are also likely to adopt a more controlhng 
parental style.
As discussed earher, authoritarian parenting styles have a higher association with 
adolescent disordered eating and eating disorders than any other style. Therefore, this 
could indicate a joint role for parental modelling and parental control techniques; 
parents with eating disorders may model eating problems and express negative 
attitudes towards food which would reinforce such attitudes and behaviours in their 
adolescent children. Exacerbating this, they are more likely to adopt an authoritarian 
style which would increase the risk of their children developing an unhealthy attitude 
towards food. However, Ilaycraft and Blisctt (2010) found that a high drive for 
thinness was also associated with a permissive parenting style suggesting a need for 
more understanding of the relationship between parental modelling and parental 
styles.
Regarding adolescent drug and alcohol use, research has shown that higher drug use is 
usually found in families characterised by low control (permissive) rather than high
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control (authoritarian or authoritative) (Slicker, 1998). Thus, permissive parents, 
characterised by a lack of control, may model the maladaptive behaviour to their 
children. However, as they then provide no form of control they leave their adolescent 
children to choose what to do with this information. As stated earlier, children in 
permissive families may be mûre ûrierited towards their peers (Steinberg & Lamborn, 
1994) and, thus, it is possible that peer modelling becomes more important in 
influencing adolescent substance use due to prior familial factors (Brook, Lukoff & 
Whiteman, 1980; Reifinan, Bames, Dintcheff, Farrell & Uhteg, 1998).
Therefore, with regards to alcohol and dmg use, lack of parental control appears to be 
a risk factor for the onset and maintenance of these behaviours which may be 
exacerbated by both parental and peer modeling. Therefore, it seems plausible to 
suggest that an interaction occurs between modelling (peer and parental) and parental 
control which then influences adolescents’ relationship to food, alcohol and dmgs and, 
thus, should be considered in future research.
Implications for counselling psychologists
Knowledge of hfespan development is central to our practice (Milton, 2010) and the 
current review reveals the importance of considering parental attitudes and 
behaviours, their use of control and their particular parental style Which wiU vary in 
levels of warmth, support, demandingness and responsiveness. As stated earher, 
obtaining this information, embedded within an assessment of other influential factors, 
can provide us with a better understanding of why the chent has presented to therapy 
with these difficulties.
Using this knowledge, we can also offer parents psycho-education around the 
usefulness of different parental styles and the key components, such as 
responsiveness, support and demandin^ess that that will benefit their adolescent 
children. In turn, this could help reduce the risk of their children developing harmful 
food, alcohol and dmg-related behaviours and may improve the relationship with 
those who already suffer fi-om such difficulties. However, psycho-education is not 
necessarily at the core of our practice. Thus, it is also important for us to provide 
parents (who are experiencing distress due to their adolescent child’s behaviours) with 
a therapeutic space to understand the impact of their parenting style, talk about their
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experiences and feelings in an atmosphere of acceptance and understanding and 
consider how they wish to continue relating to their child.
Additionally, many of the studies in this review considered adolescent perception of 
parental control. Unfortunately, few studies compared adolescent and parental 
perceptions but those that did suggest that adolescent perception of parental styles 
may be more correlated to their behaviour than parents’ perception (Cohen & Rice, 
1997). Thus, it is important to consider that, even when parents have their child’s best 
interests at heart, the adolescent may not see it this way. Consequently, as counselling 
psychologists value each individual’s perspective, it may also be useful for us to 
provide family therapy or family consultations for adolescents and their parents.
Of course, there may be difficulties when working with families facing such 
difficulties. For example, adolescents in family therapy for eating disorders often do 
not want their mothers, who they perceive as authoritarian, involved in their treatment 
(Perkins et al., 2005) because they worry that their mothers have high expectations 
and are likely to blame them for the eating disorder. This provides us with an 
important role; we can facilitate a safe and open environment where parents and their 
adolescent children can explore their relationship and the difficulties they both face. 
Furthermore, we might want to help parents and adolescents to see that their 
perceptions of parental control might differ fi-om one another and assist them in 
listening to each other’s experiences with the hope that, through understanding, 
growth and change will occur.
Importantly, we must also consider what would be useful when working solely with 
the adolescent who is experiencing food, drugs or alcohol-related distress. This review 
suggests that those adolescents who do not experience an authoritative parental style 
growing up are more likely to suffer from a difficult relationship with food, alcohol or 
drugs. Thus, it may be particularly important that the counselling psychologist model 
this authoritative style by being supportive and responsive to the chent’s needs and 
avoiding the use of directive interventions or responses that may inhibit the chent’s 
growth. Such an approach fits weU within a person-centred framework characterised 
by empathy, congruence and unconditional positive regard (Rogers, 1957) and may 
provide clients witii a corrective emotional experience (Kahn, 1997),
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Lastly, this review should not be seen as parent-blaming, but instead can be used as 
knowledge to help empower the adolescent client. For instance, it might be useful to 
help facilitate the chent’s understanding of the function that their use of alcohol, 
drugs, or unhealthy relationship with food has and consider how it may be, in part, a 
reaction to their parental environment. Understanding this, the chent might then be 
able to see that they have a choice over how they react (which previously they may 
not have realised) and that they can make a change in their relationship to food, 
alcohol or drugs.
Overah, the current review indicates that counseUing psychologists may be 
particularly suited to working with adolescents who present to therapy with 
difficulties associated with food, alcohol and drugs. With our foundation in person- 
centred principles and our desire to understand the client in context, including their 
culture, society and gender (factors highlighted in the current review), we can help 
adolescents understand their difficulties and facilitate change.
Limitations and suggestions for future research
One limitation of the current review is that little of the research used the terms 
inductive or coercive control directly. Thus, only through a thorough search of the 
methodology was I able to determine whether a number of the studies were 
appropriate to incorporate into the review. This suggests a need for a more 
comprehensive study focusing specifically on inductive and Coercive techniques to 
measure the impact of such techniques on adolescent behaviour directly. Additionally, 
through my reading, I came across other types of control such as overt and covert 
control (Brown, Ogden, Vôgele, & Gibson, 2008), particularly relating to adolescents’ 
diet. Although this was not the focus of the current paper, these may be other 
potentially useful areas to explore when trying to understanding the influence of 
parental control. Thus, future research could take these parental control techniques 
into account.
Moreover, in this review I did not include literature that focused on parental 
monitoring as it does not distinguish between coercive or inductive control. However, 
research suggests that parental monitoring is particularly sahent in influencing 
adolescent behaviour and, thus, should not be ignored. Furthermore, the current
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review suggests that adolescent perception of parental styles and control may be more 
predictive of adolescent behaviours than parental perception; however, parental and 
adolescent perceptions were not directly compared in many studies. Therefore, future 
research could look at the impact of parental monitoring, and other control techniques, 
from both the adolescents’ and parents’ perception. It could also consider whether 
adolescents feel that their relationship with their parents was mutually reciprocal or 
autonomy-limiting. This way, one could measure whether the adolescent perceives 
monitoring, and other control techniques, as a restriction of their freedom.
Lastly, the majority of studies reviewed relied on cross-sectional data and, thus, few 
causal inferences could be made about the complex relationship between parents and 
their adolescent children. Thus, any future research should be longitudinal. 
Furthermore, as the majority of research focused on adolescents still living at home 
(thus, still directly affected by parental control techniques and styles), it could be 
important to research the transition of leaving home to determine whether parental 
control techniques are still influential when the adolescent leaves.
Conclusion
Overall, there is unmistakable evidence that the authoritative parenting style which 
incorporates inductive control techniques has the most positive effect on an 
adolescent’s relationship with food, alcohol and drugs. However, the effect of 
authoritarian, permissive, and neglectful styles, varying in levels of control and 
support, is less clear-cut. Therefore, this review goes some way to explaining how 
parental styles and control impact upon adolescents’ relationship with food, alcohol 
and drugs but further research is necessary to gain a better understanding of such a 
complex relationship.
Of course, parental influence should be viewed in light of the individual’s culture, 
society and other factors. However, regarding parental influence specifically, it is 
without question that inductive control and the authoritative parenting style is most 
likely to protect adolescents from developing an unhealthy or difficult relationship 
with food, alcohol and drugs. Therefore, in a society where many other factors 
influence the likelihood of adolescents developing such difficulties, parents can play a 
key role in protecting their adolescent child’s future physical and emotional health.
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Personal reflections
I must begin by acknowledging that my personal experience biased the topic of this 
review. Growing up, I felt controlled by my parents and often wanted to resist them by 
staying out late and drinking or eating whatever I wanted; this often resulted in me 
over-drinking or over-eating. Yet a lot of my fiiends, usually those who felt they had a 
mutually-reciprocal relationship with their parents, did not experience such an intense 
need to react. Furthermore, while I never personally became caught up in the world of 
drugs, a number of people I knew did and I always wondered why they lent that way 
but I did not. However, as I matured I began to realise that my parents only had my 
best interests at heart and the need to resist their demands changed to a need to 
understand them and the impact they had on me; hence the focus on parental control.
However, this also highlights an assumption of mine. When I was young I believed 
that my reactions (to over-drink or over-eat) were due solely to my parents controlling 
stance; I did not consider that they may be influenced by my teenage sense of 
injustice, my fiiendship group or a memory bias (amongst other things). Therefore, 
before conducting this review I was not open to other possibilities, yet my reading in 
this area opened my eyes and helped me to become more reflective than before. I am 
now more conscious of the fact that many factors influence an adolescent’s 
relationship with food, alcohol and drugs and, thus, the findings of this review should 
be viewed in light of these.
Additionally, since writing this paper, I have received feedback relating specifically to 
my use of the term ‘excessive appetites’. Three years later, editing my work for my 
portfolio, I am able to see how my use of this term limited my review and left it open 
to criticism; therefore, I have edited my work accordingly. On reflection, three years 
ago I viewed my difficulties with eating as an ‘excessive appetite’; I would often eat 
to excess when feeling sad or anxious and rarely felt I could stop. However, because I 
had not thought about this, it unconsciously influenced my review; with help fi*om the 
feedback I came to realise that not everyone sees their food, alcohol or drug-related 
behaviour as an excessive appetite (and neither du I anymore) and it is important that 
we, as counselling psychologists, try to understand the form and function of such 
behaviours rather than limit them to one over-arching category.
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Additionally, the feedback I received also suggested that such behaviours may not 
simply be ‘unhealthy or healthy’; however, I have still often referred to such 
behaviours as ‘unhealthy’ because I believe that they can be, both physically and 
emotionally, and that this can cause the individual distress. Therefore, while an 
adolescents relationship with food is not simply healthy or unhealthy, the current 
review has still been helpful for me as a guide to understanding such difficulties 
without side-lining the individuality of the client or how they view their relationship 
to food, alcohol or drugs.
Lastly, regarding my clinical suggestions, my proposal that a person-centred 
framework could be usefully applied when working with adolescents was likely 
influenced by the fact that, at the time of writing this report, I was learning about the 
person-centred therapeutic modality. Thus, it is important to acknowledge that my 
personal and therapeutic experience has influenced this review from planning to the 
end.
Importantly, I also leamt a lot through conducting this review. One theory discussed 
was reactance theory and although I referred to this specifically in relation to parental 
control, I have found it useful in other areas. Specifically, I have experienced 
‘reactance’ within the therapeutic setting; I have had clients who do not want to come 
for therapy but feel they are being forced by ‘the system’. Therefore, they have 
reacted in ways that, had I not considered reactance theory, I may not have understood 
(such as missing multiple sessions or dismissing the importance of therapy). However, 
through knowing what I know about the effect of control, whether real or perceived, I 
have been able to explore clients’ feelings around such issues while still providing an 
empathie and accepting environment (rather than feel personally affronted).
Moreover, considering the impact of parental styles and control has been important in 
my development as scientist-practitioner, particularly when working with a client who 
suffered from Anorexia Nervosa in her past; when seeing me she still experienced 
related difficulties. Through my reading, I began to think about this chent’s 
relationship with food and consider the link between her parents and her distress. 
Armed with this knowledge, I explored her experience of her parents and it emerged 
that she perceived her mother as extremely controlling and not particularly warm or
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supportive. Then, through our joint understanding of the influence of her mother on 
her relationship with food, my client started to see that she had a choice and no longer 
had to blindly react to her mother’s control attempts. Significantly, before these 
experiences I had been sceptical as to how my literature review would help my client 
work; I saw them as two separate entities. However, as noted earlier, I now value 
research as a guiding tool in my therapeutic work.
Overall, I found conducting this review challenging as there is so much information 
out there relating to parental styles and control and its effect on adolescents’ 
relationship with food, alcohol and drugs. Furthermore, this is the first time I have 
conducted a literature review which plays into my insecurity that I am not ‘clever 
enough’ to do justice to such a task. It took a lot of hard work for me to fully 
understand where I wanted to take this review and how I was going to go about doing 
this. However, despite its challenging nature I feel that both my clinical work and my 
academic work will benefit from my new found knowledge.
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Appendix A -  Search History
To acquire an overview of the material available, I first used the University’s Library 
engine (Talisprism) to find books/articles/theses that might be useful for my review. 
Following this, I used a number of books which I either bought or obtained through 
the University of Surrey Library which 1 have also referenced. Additionally, I 
continued my article search using Psychology Cross Search (which allowed me to 
search through PsychlNFO, PsychARTICLES, PsychBOOKs, MEDLINE, British 
Nursing Index, International Bibliography of the social sciences and the Psychology & 
Behavioral Sciences Collection simultaneously) via EBSCOhost. I also found articles 
by looking through the reference sections of many of those articles that I discovered 
via EBSCOhost.
My three most fiiiitful searches using Psychology Cross Search were:
1) Authoritarian and Eating Disorder:
2) Permissive parenting and Alcohol:
3) Authoritative parenting and Drugs:
Overall, however, I conducted many productive searches to compile my complete list 
of references (including those relating to each type of parental style and each of the 
three adolescent behaviours)
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Appendix B - Appetite: Notes for contributors
Introduction
Appetite publishes the entire range of research relating to eating and drinking.
Submissions for publication should be relevant to the consumption of or attitudes to 
substances, or to the influences on or the consequences of such choices and appetites. 
Nevertheless, other matters are not excluded if they are important in a particular study.
This journal specializes in cross-disciplinary communication. Therefore, papers 
originating in any scholarly discipline or combination of disciplines are considered for 
publication, following review by peers with research expertise in the main 
discipline(s) involved in the submission.
Types of article:
Full length papers
Full length papers including empirical reports and theoretical reviews are published.
Reviews may be of any length consistent with succinct presentation, subdivided as 
appropriate to the subject matter.
Special Sections or Issues
Proposals for a themed collection, symposium or commentary should be sent to the 
Contact Editor and appetite@elsevier.com, listing provisional authors, titles and 
lengths of papers and suggesting Executive, Advisory or Guest Editors with a 
timetable for recorded peer-reviewing, revision and transmittal in the format required 
for publication. The reviews or reports in a special section or issue will be subject to 
the normal process of peer-review.
Commentary sections
Commentary sections may include a keynote paper, brief comments and reply.
Book reviews
The review of a single book should not exceed two printed pages (up to 1500 words 
including topical headings and any references cited). The full bibliographic details of 
the book(s) must be included in the heading, including ISBN(s) and price(s) 
preferably in US dollars and euro or sterling.
Conference Abstracts
Conference Abstracts in guest-edited sets fi'om international multidisciplinary
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conferences are sometimes published. All the abstracts in a set must be limited to a 
total word count of no more than 300 (4 per page), including the title, author name(s), 
one complete postal address and one e-mail address, and a single paragraph of tex t. 
Tables, Figures and footnotes are not allowed. Any acknowledgements must be given 
within the paragraph. The title of the meeting as the main title, the location and dates 
as a sub-title must be provided to form the heading of the set of abstracts. Any session 
titles, special lectures or other material must fit into the format and word count for the 
abstracts in that set.
Reports and announcements of conferences and symposium sessions
Appetite publishes reports and announcements of conferences and symposium 
sessions primarily concerned with topics in the range of the journal.
Please note that questionnaires and interview protocols (in Figure form) are not 
published.
Submission
Submission to this journal proceeds totally online and you will be guided stepwise 
through the creation and uploading of your files. The system automatically converts 
source files to a single PDF file of the article, which is used in the peer-review 
process. Please note that even though manuscript source files are converted to PDF 
files at submission for the review process, these source files are needed for further 
processing after acceptance. All correspondence, including notification of the Editor's 
decision and requests for revision, takes place by e-mail removing the need for a paper 
trail. Submit your article'. Please submit your article via 
http://ees.elsevier.Com/appetite/.
Referees
Please submit, with the manuscript, the names, addresses and e-mail addresses of 
three potential referees along with your reasons for suggesting them. Note that the 
editor retains the sole right to decide whether or not the suggested reviewers are used.
Preperation
Use of word processing software
It is important that the file be saved in the native format of the word processor used. 
The text should be in single-column format. Keep the layout of the text as simple as
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possible. Most formatting codes will be removed and replaced on processing the 
article. In particular, do not use the word processor’s options to justify text or to 
hyphenate words. However, do use bold face, italics, subscripts. Superscripts etc. 
When preparing tables, if you are using a table grid, use only one grid for each 
individual table and nut a grid for each row. If no grid is used, use tabs, not spaces, to 
align columns. The electronic text should be prepared in a way very similar to that of 
conventional manuscripts (see also the Guide to Publishing with Elsevier: 
http://www.elsevier.com/guidepublication). Note that source files of figures, tables 
and text graphics will be required whether or not you embed your figures in the text. 
See also the section on Electronic artwork. To avoid unnecessary errors you are 
strongly advised to use the 'spell-check' and 'grammar-check' functions of your word 
processor, Number all the pages of the manuscript consecutively and make sure line 
numbers are included too.
Article structure
Subdivision - unnumbered sections
Divide your article into clearly defined sections. Each subsection is given a brief 
heading. Each heading should appear on its own separate line. Subsections should be 
used as much as possible when cross-referencing text: refer to the subsection by 
heading as opposed to simply 'the text'.
Introduction
State the objectives of the work and provide an adequate background, avoiding a 
detailed literature survey or a summary of the results.
Material and methods
Provide sufficient detail to allow the work to be reproduced. Methods already 
published should be indicated by a reference: only relevant modifications should be 
described.
Results
Results should be clear and concise.
Discussion
This should explore the significance of the results of the work, not repeat them. A
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combined Results and Discussion section is often appropriate. Avoid extensive 
citations and discussion of published literature.
Conclusions
The main conclusions of the study may be presented in a short Conclusions section, 
which may stand alone or form a subsection of a Discussion or Results and Discussion 
section.
Appendices
Appendices are not encouraged. Critical details of Method should be described in that 
section of the manuscript.
Essential title page information
• Title: Concise and informative. Titles are often used in information-retrieval 
systems. Avoid abbreviations and formulae where possible.
• Author names and affiliations. Where the family name may be ambiguous (e.g., a 
double name), please indicate this clearly. Present the authors' affiliation addresses 
(where the actual work was done) below the names. Indicate aU affiliations with a 
lower-case superscript letter immediately after the author's name and in fi'ont of the 
appropriate address. Provide the full postal address of each affiliation, including the 
country name and, if available, the e-mail address of each author.
• Corresponding author. Clearly indicate who will handle correspondence at all 
stages of refereeing and publication, also post-publication. Ensure that phone 
numbers (with country and area code) are provided in addition to the e-mail 
address and the complete postal address. Contact details must be kept up to date 
by the corresponding author.
• Present/permanent address. If an author has moved since the work described in the 
article was done, or was visiting at the time, a 'Present address' (or 'Permanent 
address') may be indicated as a footnote to that author's name. The address at which 
the author actually did the work must be retained as the main, affiliation address. 
Superscript Arabic numerals are used for such footnotes.
Abstract
A concise and factual abstract is required. The abstract should state briefly the purpose 
of the research, the principal results and major conclusions. An abstract is often 
presented separately from the article, so it must be able to stand alone. For this reason.
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References should be avoided, but if essential, then cite the author(s) and year(s).
Also, non-standard or uncommon abbreviations should be avoided, but if essential 
they must be defined at their first mention in the abstract itself.
Highlights
Highlights are mandatory for this journal. They consist of a short collection of bullet 
points that convey the core findings of the article and should be submitted in a 
separate file in the online submission system. Please use Highlights' in the file name 
and include 3 to 5 bullet points (maximum 85 characters, including spaces, per bullet 
point). See http://www.elsevier.com/highlights for examples.
Keywords
Immediately after the abstract, provide a maximum of 6 keywords, using American 
spelling and avoiding general and plural terms and multiple concepts (avoid, for 
example, 'and', 'of). Be sparing with abbreviations: only abbreviations firmly 
established in the field may be ehgible. These keywords will be used for indexing 
purposes.
Abbreviations
Define abbreviations that are not standard in this field in a footnote to be placed on the 
first page of the article. Such abbreviations that are unavoidable in the abstract must 
be defined at their first mention there, as well as in the footnote. Ensure consistency of 
abbreviations throughout the article.
Acknowledgements
Collate acknowledgements in a separate section at the end of the article before the 
references and do not, therefore, include them on the title page, as a footnote to the 
title or otherwise. List here those individuals who provided help during the research 
(e.g., providing language help, writing assistance or proof reading the article, etc.). 
Units
Follow internationally accepted rules and conventions: use the international system of 
units (SI). If other units are mentioned, please give their equivalent in SI.
Database linking
Elsevier encourages authors to connect articles with external databases, giving their 
readers one-click access to relevant databases that help to build a better understanding
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of the described research. Please refer to relevant database identifiers using the 
following format in your article: Database: xxxx (e.g., TAIR: ATI GO 1020; CCDC: 
734053; PDB: IXFN). See http://www.elsevier.com/databaselinking for more 
information and a full list of supported databases.
Footnotes
Footnotes should be used sparingly. Number them consecutively throughout the 
article, using superscript Arabic numbers. Many word processors build footnotes into 
the text, and this feature may be used. Should this not be the case, indicate the position 
of footnotes in the text and present the footnotes themselves separately at the end of 
the article. Do not include footnotes in the Reference list.
Table footnotes
Indicate each footnote in a table with a superscript lowercase letter.
Tables
Number tables consecutively in accordance with their appearance in the text. Place 
footnotes to tables below the table body and indicate them with superscript lowercase 
letters. Avoid vertical rules. Be sparing in the use of tables and ensure that the data 
presented in tables do not duplicate results described elsewhere in the article.
References
Citation in text
Please ensure that every reference cited in the text is also present in the reference list 
(and vice versa). Any references cited in the abstract must be given in full. 
Unpublished results and personal communications are not recommended in the 
reference list, but may be mentioned in the text. If these references are included in the 
reference list they should follow the standard reference style of the journal and should 
include a substitution of the publication date with either "Unpublished results' or 
Tersonal communication'. Citation of a reference as 'in press' implies that the item has 
been accepted for publication.
Web references
As a m inim um  the full URL should be given and the date when the reference was last 
accessed. Any further information, if known (DOI, author names, dates, reference to a 
source publication, etc.), should also be given. Web references can be listed separately
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(e.g., after the reference list) under a different heading if desired, or can be included in 
the reference list.
Reference style
Text: Citations in the text should follow the referencing style used by the American 
Psychological Association. You are referred to the Publication Manual of the 
American Psychological Association, Sixth Edition, ISBN 978-1-4338-0561-5, copies 
of which may be ordered from http://books.apa.org/books.cfrn7idM200067 or APA 
Order Dept., P.G.B. 2710, Hyattsville, MD 20784, USA or APA, 3 Henrietta Street, 
London, WC3E 8LU, UK.
List: references should be arranged first alphabetically and then further sorted 
chronologically if necessary. More than one reference from the same author(s) in the 
same year must be identified by the letters 'a', f ,  ’c', etc., placed after the year of 
publication.
Examples:
Reference to ajournai publication:
Van der Geer, J., Hanraads, J. A. J., & Lupton, R. A. (2010). The art of writing a 
scientific article. Journal o f Scientific Communications, 163, 51-59.
Reference to a book:
Strunk, W., Jr., & White, E. B. (2000). The elements o f style. (4th ed.). New York: 
Longman, (Chapter 4).
Reference to a chapter in an edited book:
Mettam, G. R., & Adams, L. B. (2009). How to prepare an electronic version of your 
article. In B. S. Jones, & R. Z. Smith (Eds.), Introduction to the electronic age (pp. 
281-304). New York: E-Publishing Inc.
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Changes that would still need to be made if submitting to Appetite Journal (not 
all of these were suitable when submitting the paper for my portfolio):
a) Put university address, e-mail address and phone number on front page (I did 
not think it suitable including these details in the portfolio)
b) Highlights are mandatory for this journal. They consist of a short collection of 
bullet points that convey the core findings of the article and should be 
submitted in a separate file in the online submission system. Please include 3 
to 5 bullet points (max. 85 characters per bullet point including spaces). See 
www.elsevier.com/researchhighlights for examples.
c) Appendices are not encouraged -  so mine would be removed.
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Empirical research one
Do as I do, not as I say: The role of parental control, modelling and adolescent 
autonomy in predicting an adolescent’s diet and eating behaviour whilst living at 
home and one year later after leaving: Baseline study.
Emma Dickens (corresponding author), supervised by Professor Jane Ogden
Abstract
Parental control and modelling have been identified as central to children’s eating 
behaviour and relate to the development of obesity and disordered eating. Research 
has highlighted the need for continued study into the effect of these factors on 
adolescents. The present study is the baseline component of a longitudinal study 
aiming to investigate whether modelling and parental control during adolescence is 
associated with adolescents’ relationship with food. Questionnaires were completed 
by 203 participants aged 17-19 and one of their parents. Measures included aspects of 
parental control practices, diet and eating behaviour (emotional, uncontrolled, and 
restrained eating). The results showed consistent similarities between parents and 
adolescents in terms of consumption of unhealthy meals, healtiiy foods and 
uncontrolled eating, highlighting a role for modelling in the development of 
adolescents’ diet and uncontrolled eating. The results also suggested adolescents’ 
increased consumption of unhealthy meals correlated with parental perception of more 
restriction of adolescent autonomy and less covert control; adolescents’ increased 
consumption of healthy foods correlated with adolescent perception of less pressure to 
eat; uncontrolled eating correlated with adolescent perception of overt control and 
monitoring. Results are discussed in relation to previous literature and implications for 
counselling psychology.
Keywords: Adolescence, diet, eating behaviour, parental control, modelling, 
autonomy.
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Introduction
Our relationship with food is complicated. We live in a society where access to high- 
fat and snack foods has increased (Brown, Ogden, Vôgele, Gibson, 2008) yet thinness 
is still the ideal (Carpenter, 2012). So, unsurprisingly, dieting is common (Viner et al.,
2006), obesity affects a large proportion of people (Newson & Flint, 2011) and 
disordered eating is prevalent (Smolak & Levine, 1996). Thus, for those reaching 
adolescence, a critical period in the development of an unhealthy relationship with 
food (Dickens, 2010), navigating the path to a healthy lifestyle can be challenging.
Recent research has highlighted the need for continued study into health-related 
behaviours such as diet, obesity, and disordered eating, especially in adolescence 
(Fitzgerald, Heary, Nixon & Kelly, 2010; Steadman, 2007). Evidence suggests that 
considering young people’s dietary behaviours is fundamental as unhealthy attitudes 
towards food developed in adolescence are likely to continue throughout life 
(Haberman & Luffey, 1998). Furthermore, BPS guidelines highlight the importance of 
understanding how children are parented in order to reduce levels of psychological 
distress in the future (Buckroyd, 2011).
Yet the majority of counselling psychology research focuses on the impact of 
therapeutic techniques on eating disorders (Parrott, 1998) and the meaning adolescents 
place on their eating disorders (Guemina, 1998). Undeniably, this is essential; we are 
not counselling psychologists if we do not take into account the diverse nature of 
individual human experience (Cooper, 2010). But I believe we can still broaden our 
understanding of the etiology of disordered eating and its relation to aspects of 
parenting.
The study of the etiology of eating disorders, disordered eating and obesity has 
focused more recently on environmental factors, e.g. parental influence. That is not to 
dismiss the biological (Striegel-Moore & Bulik, 2007), genetic (Klump, Suisman,
Burt, McGue & lacono, 2009) societal (Orbach, 1993) and environmental causes such 
as peer pressure and media (Field, Camargo, TaylOr, Berkey, & Colditz, 1999). But it 
is generally agreed that one’s primary caregiver can have a predominant effect on the 
attitudes to and behaviour shown towards food (Wardle, 1995). This can be through
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both modelling and control (Brown & Ogden, 2004; Dickens, 2010). These will now 
be considered.
The role of modelling
Modelling theories suggest children will leam behaviours from their parents through 
observation and vicarious reinforcement (Bandura, 1977). Parents act as role models 
through their attitudes to food and what they eat, and research has shown a clear 
association between parental attitudes and behaviours and that of their children 
(Dickens, 2010). Also, time- and culturally-specific pressures on parents today may 
mean they need to work longer hours resulting in less time to buy and prepare food 
and have family meals. Thus, in today’s western society children are more likely to 
leam Üiat quick, easy meals are valued, and become at risk of unhealthy diets (Videon 
& Mannning, 2003).
However, people are essentially relational beings so it seems axiomatic that modelling 
alone is too narrow an explanation of parental influence. Parents are under a great 
deal of pressure these days in a society that values thinness (Carpenter, 2012) and the 
stigma attached to obesity may propel parents to try to monitor and influence their 
child’s food consumption. In addition, children are increasingly exposed to high-fat, 
high salt foods which are cheap and easily accessible, thus limiting parents’ ability to 
let children choose their own diet. Consequently, attention has also been placed on 
the impact of parental control on children’s diet, including dietary behaviours such as 
consumption of (un)healthy foods.
Parental control
Control techniques employed by parents are often an attempt to encourage a healthy, 
balanced diet (Moore, Tapper & Murphy, 2007) but research has suggested there may 
be unintended consequences. For example, parents may restrict access to fatty foods 
and snacks, yet restriction may lead to the ‘forbidden finit’ scenario (Fisher & Birch, 
1999); when the food is available, children will eat more of it than had it not been 
prohibited (Jansen, Mulkens & Jansen, 2006). Thus, restriction can be associated with 
overeating (Faith, Scanlon, Birch, Francis and Sherry, 2004). Findings also reveal 
that controlling approaches can cause children to be less responsive to the caloric
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density of their food intake (Johnson & Birch, 1994) and weaken children’s capacity 
to develop self-control over tiieir eating (Constanzo & Woody, 1985); thus, they will 
rely on external cues such as smell and aesthetics instead of internal cues such as 
hunger (Birch, Fisher, & Davison, 2003).
Evidently, the effect of parental control is multifarious and, so, in order to develop our 
understanding of its effect on eating behaviour, Ogden, Reynolds and Smith (2006) 
conceptuahsed two types of parental control: overt and covert. Overt control 
comprises techniques that are detectable by the child and covert control enconapasses 
techniques that are not. Additionally, other types of parental control have been 
described such as pressure to eat (PTE) and monitoring (Birch et al., 2001). The 
impact of different types of control on children’s eating behaviours and attitudes has 
been studied and, while PTE nearly always had a negative impact, there were mixed 
findings for the impact of overt and covert control. Brown et al., (2008) suggested it 
might be that subtle forms, such as covert control, are more helpfiil in improving and 
maintaining a child’s healthy diet.
It is also important when thinking about parental control to consider whether children 
feel they have autonomy and choice over their diet. Western society values the 
teaching of independence and, therefore, the amount of choice parents allow their 
children over food purchasing, cooking and consumption might impact upon the 
attitudes and behaviours the adolescent develops towards food (Birch & Fisher, 1998). 
Thus, for the purpose of this research, it is also important to consider coercive and 
inductive control (Dickens, 2010).
Coercive control is defined as external pressure placed on the child by the parent in an 
attempt to maintain unquestioned authority; inductive control is where a parent 
attempts to induce voluntary compliance (Rollins & Thomas, 1979). Evidence 
suggests that coercive techniques, such as PTE, are more autonomy-limiting than 
inductive techniques (Lewis & Butterfield, 2005) and have a negative impact upon 
children’s dieting patterns (Edmunds & Hill, 1999). By restricting free choice, parents 
can disrupt their child’s self-regulating mechanism resulting in disinhibited eating 
(Carper, Fisher & Birch, 2000).
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Conversely, inductive techniques that endorse children making their own decisions 
can lead to a healthier sense of self-control over food (Birch, McPhee, Shoba, 
Steinberg & Krehbiel, 1987), protective against disordered eating (McEwen & Flouri, 
2009). Seemingly, if a child feels they have some control over their diet they are more 
likely to foster a bealtliier attitude towards food (Lessard, Greenberger & Chen, 2010) 
which is particularly relevant to the present study.
Adolescence is a time of increasing independence (Pipp, Shaver, Lambom & Fishcer,
1985) and findings suggest that control techniques, such as parental monitoring 
(parent’s overseeing their child’s eating) and PTE, decrease as the adolescent grows 
(Kaur et al., 2006). This is necessary as, according to psychoanalytic theory, a 
successful transition fi-om adolescence to adulthood is achieved through individuation 
(Cooper, 2010) and establishing independence withm a supportive parent-child 
relationship (Dickens, 2010).
This process, however, is influenced by whether parents are flexible or rigid and has 
been considered within the fi*amework of parenting styles (Bruch, 1973; Eggert,
2008). For healthy development, parents let go of their previously unquestioned 
authority, instead developing a mutually-reciprocal relationship (Grotevant & Cooper,
1986) as adolescents begin to make diet-related decisions for themselves (Morgan,
2009). However, in more enmeshed families, where the developmental need of 
estabhshing autonomy is restricted (Allen & Hauser, 1996), problems can occur with 
the process of separation-individuation and these adolescents are more at risk of 
disordered eating (Eggert, 2008).
Concordantly, parents who restrict adolescent access to certain foods may coerce or 
persuade the adolescent to restrain their eating but restrained eating can increase the 
likelihood of uncontrolled eating (Fedoroff, Polivy & Herman, 1997; Pohvy & 
Herman, 1985). Specifically, suppressing unwanted thoughts can, paradoxically, lead 
to an increase in these thoughts (Wegner, Schneider, Carter & White, 1987) and 
critically, restrained eaters will try to suppress their hunger (Van Strien, & Bazeher, 
2007) or thoughts relating to food (O’Connell, Larkin, Mizes & Fremouw, 2005; 
Mann & Ward, 2001; Soetens & Braet, 2006). However, there tends to be a rebound 
effect leading them to think about, and consume, more food (Erskine, 2007).
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Consequently, parental control can influence adolescent restrained eating which may 
be a risk-factor for the development of obesity and binge eating (Barker & Galambos,
2006). Additionally, research has revealed that parental control techniques such as 
PTE can be associated with weight gain (Clark, Goyder, Bissell, Blank & Peters,
2007) and emotional, restrained and disinhibited eating (Carper et al., 2000) in 
children. Therefore, it may be that parents, while having the best of intentions, 
contribute to their children become susceptible to an unhealthy diet and disordered 
eating (Dickens, 2010).
However, the majority of the literature I have mentioned relates to the effect of 
parental control on children; the influence of parental control in adolescence has not 
received as much attention. As ‘the task of being a parent to an adolescent differs 
significantly fi'om the parent-cAz/ /^ relationship’ (Garbarino, Sebes & Sehellenbaeh, 
1984, p. 174), it may be important to explore the influence of parental control 
specifically on adolescents’ relationship with food.
Additionally, to date, the association between parental control techniques and 
adolescents’ relationship with food has been largely limited to cross-sectional studies 
(Dickens, 2010). Yet, it is likely, even in today’s economic downturn, adolescents will 
transition to living away firom home and cross-sectional studies cannot determine 
whether parental control techniques used on adolescents living at home, can predict 
adolescent health-related behaviours after they leave. Therefore, I am initially 
conducting a study into the impact of parental control on adolescents’ relationship 
with food before they leave home (baseline) and will conduct a follow-up one year 
later after they have left (longitudinal). The aims of this study are;
1. To explore the irnpact of modelling on adolescents’ behaviour by assessing the 
similarities between parents and adolescents in terms of diet and eating 
behaviours (uncontrolled, emotional and restrained eating).
2. To explore the impact of parental control (fi’om parent and adolescent 
perspectives) operationalised in terms of overt control, covert control, PTE, 
monitoring and restriction of adolescent autonomy on adolescents’ diet and 
eating behaviours.
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Method 
Design
The study used a cross-sectional, dyadic design with pairs of parents and their 
adolescent children.
Sample
The questionnaire was completed by 408 year 13 students, from five colleges, who 
were living at home. Participants were excluded if they did not fit with the inclusion 
criteria of hving with parents {n=5). Participants {n=403) then took a questionnaire to 
their parents, of these 203 were returned {50%).
The final sample consisted of 203 year 13 students aged 17-19 and one of their 
parents. (A t-test assessed the difference between adolescents who returned their 
parent questionnaire and those who did not; no significant differences were found).
Procedure
Ethical approval for this study was obtained fix)m the University of Surrey (Appendix 
A).
I approached five colleges (in different towns) and was authorized to give the 
questionnaire to year 13 students; in liaison with the colleges, letters were drafted on 
college-headed paper informing parents of this permission. On agreed dates, I went to 
assembhes and, prior to handing questionnaires out, gave participants an information 
sheet (Appendix B) and made clear:
(a) the nature of the questionnaire, (b) completing the questionnaire was voluntary, (c) 
they could withdraw any time, (d) all their information would remain confidential, (e) 
participants would need to give a questionnaire to their parents and, if returned, they 
would be entered into a prize draw, (f) the study was longitudinal and the researcher 
would contact them a year later for the follow-up.
Once the questionnaire was completed, participants were asked to fill in a sheet 
stapled to the back asking for their name and e-mail address (Appendix C) so they 
could be contacted for the follow-up. This sheet was removed from the questionnaire
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once returned, and stored separately. Participants were then asked to take the parent 
questionnaire (Appendix D), college letter (Appendix E), and parent information sheet 
(Appendix F) to a parent to complete and to return the questionnaire to the college 
within a week.
Measures
Parents and adolescents completed the following measures (Appendix C/D). 
Rehability was assessed using cronbach’s a and Pearson’s correlation (r); the figures 
outlined below are derived fi'om the present data (not the original scales).
i) Demographics
Questions pertaining to the participant’s/parent’s age, sex, race, height and weight 
(BMI scores calculated fi’om heights/weights). Please note, while BMI has been 
considered as a dependent variable in previous research (for example, Neumark- 
Sztainer et al., 2006), it is also possible that BMI may influence adolescents’ diet 
and/or eating behaviours. For example, research has shown that adolescents do 
restrain their eating in response to a higher BMI (Snoek, Van Strien, Janssens & 
Engels, 2008). Therefore, BMI has been included as an independent variable 
(although it is acknowledged that as the current design is cross-sectional, only 
correlation can be examined at this stage).
Participants were also asked who they Uved with (both parents/one parent/other) and 
which family member undertook the majority of the shopping/cooking in the home 
(yourselfiyour mother/your father/other family member). Parents were also asked 
which family member undertook the majority of the shopping/cooking (yourselfiyour 
partner/your children/other family member).
ii) Diet
Measured by how often participants/parents consumed unhealthy snacks (crisps, 
chocolate, cake, sweets) adapted from Brown & Ogden (2004), (Aa=0.66,Pa=0.61) 
unhealthy meals (take-away pizza, take away kebab/burger, take-away 
Chinese/Indian, prepared foods) (Aa=0.57,Pa=0.50) and healthy foods (finit, 
vegetables as a main meal, vegetables as a snack, meals from scratch, eating
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breakfast) (Aa=0.50,Pa=0.57). Participants were asked to indicate frequency of intake 
on a 5- point Likert scale of 1 (Never) to 5 (Always).
in) Parental Control
Participants/parents completed measures of parental control derived from existing 
literature including questions relating to overt and covert control (Brown et al., 2008), 
monitoring and PTE (Birch et al., 2001). Participants were asked to rate the frequency 
of the control practices they experienced at home on a 5-point Likert scale of 1 
(Never) to 5 (Always).
Overt Control
Overt control comprises techniques detectable by the child (Brown et al., 2008). 
Frequency of overt control was measured using 4 items: ‘How often are they/you firm 
about what you/your child should eat?’; ‘How often are they/you firm about when 
you/they should eat?’; ‘How often are they/you firm about where you/they should 
eat?’; ‘How often are they/you firm about how much you/they should eat?’ 
(Aa=0.76,Pa=0.73)
Covert Control
Covert control comprises techniques not detectable to the child (Brown et al., 2008). 
These measures were included in adolescent questionnaires to assess whether covert 
control was truly covert. Frequency of covert control was measured using 5 items: 
‘How often do they/you avoid eating unhealthy foods when you are/your child is 
around?’; How often do they/you intentionally keep some foods hidden or out of 
reach?’; ‘How often do they/you avoid buying foods even though you asked for them/ 
that your child would like because you don’t want them to have them?’; ‘How often 
do they/you avoid going to cafés or fast-food restaurants so that you don’t eat/your 
child won’t eat unhealthy food?’; ‘How often do they/you avoid buying biscuits and 
cakes and bringing them into the house?’. (Aa=0.76,Pa=0.81)
Pressure to eat
PTE is parents tendency to pressure their children to eat more food (Birch et al.,
2001), a coercive technique (Rollins & Thomas, 1979). Questions were adapted from
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the Child Feeding Questionnaire (Birch et al., 2001). Frequency of PTE was measured 
using 4 items: ‘How often are you made to eat when you aren’t hungry?/If your child 
said, “I’m not hungry” would you try to get them to eat anyway?’; ‘How often are 
they firm that you have to eat all of the food on your plate?/does your child have to eat 
all o f  the food on their p late’; ‘How often do they/you have to be especially careful to 
make sure you/your child eat enough?’; ‘How often do they/you encourage you/your 
child to eat more if they/you feel that you/they haven’t eaten enough that day or that 
mealtime?’. (Aa=0.68,Pa=0.70)
Monitoring
Monitoring is the extent to which parents oversee their child’s eating (Birch et al., 
2001). Questions were adapted fi'om the Child Feeding Questionnaire (Birch et al., 
2001). Frequency of monitoring was measured using 2 items: ‘How often do they/you 
watch that you/your child don’t/doesn’t eat too many high-fat foods?’; ‘How often do 
they/you watch that you/your child don’t/doesn’t eat too many sweets?’. Reliability 
was measured using Pearson’s correlation (r) as there were only two items. The scores 
were as follows: Adolescent r=0.75, p=<0.01 and parent r=0.69, p=<0.01.
Autonomy
Level of autonomy, a key feature of inductive control (Rollins & Thomas, 1979) is the 
extent to which adolescents feel they have control or choice over their diet. This was 
measured using 3 items: ‘How often do you have/let your child have input in what is 
eaten at family meal times?’; ‘How often do you/does your child cook your/their own 
food at home?’; ‘How often do you have/let your child have input in what is bought 
during a food shop?’ (Aa=0.56,Pa=0.54).
iv) Eating behaviours
Participants were asked about their eating behaviours over the last year (emotional, 
uncontrolled and restrained eating). Questions were taken firom the top t^ee  factor 
loadings of the Revised Three Factor Eating Questionnaire (Karlsson, Persson, 
Sjôstrôm, & Sullivan, 2000); Participants could answer ‘definitely true’, ‘mostly true’, 
‘mostly false’, or ‘definitely false’.
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Emotional eating
Emotional eating is ‘overeating during dysphoric mood states, that is, when feeling 
lonely, blue or anxious’ (Karlsson et al., 2000, p. 1718). Emotional eating was 
measured using three items: ‘When I feel blue, I often overeat’; ‘When I feel anxious, 
I find myself eating’; ‘When I feel lonely, I console myself by eating’. 
(Aa=0.80,Pa=0.85)
Uncontrolled eating
Uncontrolled eating ‘reflects overall difficulties in the regulation of eating’ (Karlsson 
et al., 2000, p. 1718). Uncontrolled eating was measured using three items: ‘Being 
with someone who is eating often makes me hungry enough to eat also’; ‘Sometimes 
when I start eating, I just can't seem to stop’; ‘When I smell a something delicious like 
my favourite food, I find it very difficult to keep from eating, even if I have just 
finished a meal’. (Aa=0.69,Pa=0.77)
Restrained eating
Restrained eating is ‘control over food intake in order to influence body weight and 
body shape.’ (Karlsson et al., 2000, p. 1717) and was measured using three items: ‘I do 
not eat some foods because they make me fat’; ‘I deliberately take small helpings as a 
means of controlling my weight’; ‘I consciously hold back at meals in order not to 
gain weight’. (Aa=0.82,Pa=0.80)
Small-scale pilot study
The questionnaire was distributed to 11 year 13 students (living at home) from one 
college. The findings helped me reframe my study as some students were over 18; I 
adapted my information sheet so that it asked for all year 13 participants. As my pilot 
study did not lead to any dramatic modification of my procedure, the pilot data was 
incorporated into the main study.
Data reduction
The data were reduced by:
a) Calculating adolescent/parent BMI’s using self-reported height/weight.
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b) Creating total variables from individual items relating to covert/overt control, 
monitoring, PTE, autonomy, unhealthy snacks, unhealthy meals, healthy foods 
and emotional, uncontrolled and restrained eating.
Data analysis
Data was analysed to:
a) Describe parent/child demographics.
b) Describe frequency of parental control practices, diet and eating behaviours.
c) Assess similarities between parent and adolescent diet/eating behaviour using 
correlation coefficients.
d) Assess the role of parent/child demographics, parental control practices (from 
both adolescent/parent perception) and parental diet/eating behaviour in 
predicting adolescent diet/eating behaviour using a series of multiple blocked- 
entry regression analyses.
Results
Data was entered into SPSS and cleaned to eliminate any errors.
1) Demographics
Results were assessed to describe parent and adolescent demographics (Table 1).
Adolescents had a mean age of 17 years, the majority were female, white, living with 
both parents, had a healthy weight (NHS, 2012) and lived in households where their 
mother did most of the shopping/cooking. The majority of parents were white, female, 
with a mean age of 49 years, did most of the shopping/cooking and were a healthy 
weight (NHS, 2012).
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Adolescent Parent
Age 17,67/0.57/17-19 49.6/4.90/34-64
Sex
Maie 76(37.4%) 34(16.7%)
Female 127(62.6% 169(83.3%)
Height 67.54/3.88/59-77 65.65/3.87/50-78
Weight 138.84/25.79/88-204 153.76/29.50/108-252
BMI 22.04/3.08/12.4-35.3 25.94/4.32/18.7-48.9
Ethnic Group
White 189(93.1%) 192(94.6%)
Mixed 9(4.4%) 3(1.5%)
Asian 4(2%) 6(3%)
Black 1(0.5%) 1(0.5%)
Chinese 1(0.5%)
Live with
Both 163(80.3%)
One 35(17.2%)
Other 1(0.5%)
Grandparents 1(0.5%)
Aunt/uncle 2(1%)
Both(different houses) 1(0.5%)
Shop
Yourself 1(0.5%)
Mother 172(84.7%)
Father 24(11.8%)
Other femily member . 1(0.5%)
Parents equal 2(1%)
Yourself and father 1(0.5%)
Yourself and mother 1(0.5%)
Mother and OEM 1(0.5%),
Yourself 165(81.3%)
Partner 32(15.8%)
OEM 1(0.5%)
Equal 4(2%)
Parent and adolescent 1(0.5%)
Cook
Yourself 5(2.5%)
Mother 164(80.8%)
Father 24(11.8%)
Other family member 1(0.5%)
Parents equal 3(1.5%)
Yourself and father 1(0.5%)
Yourself and mother 4(2%)
Equal 1(0.5%)
Yourself 160(78.8%)
Partner 31(15.3%)
Child 1(0.5%)
Equal with partner 8(3.9%)
Parent and child 1(0.5%)
Yourself and OEM 2(1%)
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2) Parental control practices
The frequency parents used each control technique based on parent and adolescent 
reports is shown in Table 2 and 3.
Table 2: Parental control practices from  p a ren t's perspective
Variable Never Rarely Sometimes Often Always
Overt 5(3%) 28(14%) 87(43%) 80(39%) 3(1%)
Covert 30(15%) 58(29%) 81(40%) 33(16%) 0(0%)
Monitoring 10(5%) 23(11%) 63(31%) 78(39%) 29(14%)
Autonomy 0(0%) 12(6%) 102(51%) 83(41%) 4(2%)
PTE 32(16%) 88(43%) 65(32%) 17(8%) 1(1%)
According to parents the most commonly used parental strategy was monitoring. The 
majority of parents reported overt control, covert control and allowing autonomy were 
used sometimes and PTE rarely.
Table 3: Parental control practices from adolescents ’perspective.
Variable Never Rarely Sometimes Often Always
Overt 10(5%) 73(36%) 84(41%) 31(15%) 5(3%)
Covert 53(26%) 85(42%) 52(26%) 10(5%) 2(1%)
Monitoring 21(10%) 64(32%) 64(32%) 39(19%) 15(7%)
Autonomy 1(1%) 21(10%) 95(47%) 77(38%) 9(4%)
PTE 43(21%) 108(53%) 39(19%) 13(7%) 0(0%)
According to adolescents the most commonly used parental strategy was also allowing 
autonomy. Unlike parents, adolescents perceived less monitoring, although they did 
indicate it was used sometimes. The majority of adolescents reported overt control 
was used sometimes and covert, control and PTE were rarely used. These results also 
suggest covert control may not always be covert as 64% of adolescents’ perceived it at 
least being used sometimes. However, more parents reported using covert control (at 
least sometimes) suggesting covert control is often undetectable to adolescents.
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3) Parent and adolescent diet
Frequencies that adolescents and parents ate unhealthy snacks, unhealthy meals and 
unhealthy foods are in table 4 and 5.
Table 4: Adolescent diet.
Variable Never Rarely Sometimes Often Always
Unhealthy snacks 0(0%) 21(10%) 122(60%) 50(25%) 9(5%)
Unhealthy meals 5(3%) 86(42%) 102(50%) 10 (5%) 0(0%)
Healthy foods 0(0%) 3(1%) 58(29%) 117(58%) 24(12%)
Table 5: Parental diet.
Variable Never Rarely Somehmes Often Always
Unhealthy snacks 1(1%) 59(29%) 127(62%) 16(8%) 0(0%)
Unhealthy meals 12(6%) 143(70%) 46(23%) 2(1%) 0(0%)
Healthy foods 0(0%) 1(1%) 25(12%) 124(61%) 53(26%)
The majority of adolescents and parents sometimes ate unhealthy snacks and often ate 
healthy foods. Adolescents also reported sometimes eating unhealthy meals whereas 
the majority of parents reported rarely eating unhealthy meals (however, the level of 
unhealthy meal consumption was in the lower range for both).
4) Parent and adolescent eating behaviours
Levels of adolescent/parent emotional, uncontrolled and restrained eating are in tables 
6 and 7; the majority of adolescents and parents scored low on all three. 
Comparatively, adolescents were less likely to restrain their eating, but more likely to 
eat emotionally or uncontrollably than parents.
Table 6: Adolescent eating behaviours
Variable Definitely True Mostly True Mostly False Definitely False
Emotional 3(2%) 61(30%) 78(38%) 61(30%)
Uncontrolled 8(4%) 52(26%) 121(59%) . 22(11%)
Restrained 4(2%) 31(15%) 88(43%) 80(40%)
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Table 7; Parent eating behaviours
Variable Definitely True Mostly True Mostly False Definitely False
Emotional 5(3%) 39(19%) 98(48%) 61(30%)
Uncontrolled 0(0%) 33(16%) 97(48%) 73(36%)
Restrained 5(3%) 80(39%) 85(42%) 33(16%)
5) Assessing similarities between parents and adolescents perception
Correlations between parent/adolescent eating behaviour and diet were assessed 
(Table 8).
Table 8: Correlations
E £
Unhealthy snacks 0.15 0.03*
Unhealthy meals 0.33 0.01**
Healthy foods 0.30 0.01**
Emotional Eating 0.11 0.13
Restrained Eating 0.02 0.75
Uncontrolled Eating 0.18 0.01**
i) *p 0.05.**p<0.01
As adolescent reports of unhealthy snacks, unhealthy meals, healthy foods and 
uncontrolled eating increase, so do parental reports. No significant correlation for 
emotional and restrained eating suggests these eating behaviours do not correlate 
between parent and adolescents.
6) Predicting adolescent diet and eating behaviour
The impact of parental control and parental eating habits on adolescents’ diet 
(unhealthy snacks/unhealthy meals/healthy foods) and eating habits 
(emotional/uncontrolled/restrained eating) was assessed using a series of multiple 
regression analyses with blocked method of entering the independent variables (TVs). 
The variables entered reflected the roles of parental and adolescent factors.
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Predicting adolescent's diet
For the first series of analyses (Table 9) adolescents’ diet was predicted from the 
following IVs: Parental demographics (Block 1); child demographics (Block 2); 
adolescent perception of parental control practices (Block 3); parental diet (Block 4).
Table 9: Role o f demographics, parental diet and adolescent perceptions ofparental 
control practices in predicting adolescents ’ diet.
Variable Unhealthy Snacks Unhealthy Meals Healthy Foods
fl P B P fl P
Block 1
Parental age 0.02 0.83 -0.04 0.63 0.06 0.37
Parental sex 0.07 0.35 0.13 0.07 -0.19** 0.01
Ethnicity 0.07 0.41 -0.02 0.85 -0.02 0.75
Parental BMI -0.01 0.93 -0.11 0.15 0.08 0.25
Who shop 0.04 0.67 0.07 0.42 -0.10 0.29
Who cook 0.12 0.30 -0.09 0.34 -0.02 0.85
R*adj/F/P R"=0.01;
F=0.70;p=0.65
RM).02;
F=0.38;p=0.89
RMl.Ol;
F=1.04;p=0.40
Block 2
Adolescent age -0.07 0.39 -0.07 0.35 0.02 0.85
Adolescent sex 0.03 0.72 -0.22* 0.01 0.002 0.96
Adolescent BMI -0.09 0.25 0.04 0.58 -0.004 0.96
R*adj/F/P RM).01;
F=0.73;p=0.68
RMl.Ol;
F=0.84;p=0.58
RM).01,
F=0.83;p=0.59
Block 3
Overt Control -0.07 0.51 -0.17 0.08 0.15 0.10
Covert Control -0.17 0.06 0.07 0.40 0.09 0.30
Monitoring 0.04 0.65 -0.12 0.18 0.05 0.50
PTE 0.03 0.71 0.08 0.29 -0.16* 0.04
Autonomy -0.07 0.37 -0:09 0.21 0.06 0.45
R'mdj/F/P RM).01;
F=0.97;p=0.48
RM).06;
F=1.92;p=0.03*
RM).06;
F=1.90;p=0.03*
Block 4
Unhealthy Snacks 0.15 0.06 -0.05 0.48 0.37 0.65
Unhealthy Meals 0.07 0.41 0.32** 0.001 -0.19** 0.02
Healthy foods 0.03 0.67 -0.07 0.32 0.22** 0.003
R»adj/F/P RM) 01; 
F=1.12;p=0.34
RM).15;
F=3.11;p=0.001**
RM  
F =3.03;p
).15;
=0.001**
i) *p 0.05,**p<0.01
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For the second series of analyses (table 10) the IV’s were parental demographics 
(Block 1); child demographics (Block 2); parental perception of parental control 
practices (Block 3); parental diet (Block 4).
Table 10: Role o f demographics, parental diet and parental perceptions ofparental 
control practices in predicting adolescents ’ diet.
Variable Unhealthy Snacks Unhealthy Meals Healthy Foods
fi P fi P fi P
Block 1
Parental age 0.01 0.86 0.03 0.69 0.04 0.63
Parental sex 0.09 0.25 0.13 0.08 -0.20** 0.01
Ethnicity 0.03 0.75 -0.09 0.24 0.03 0.68
Parental BMI -0.03 0.70 -0.10 0.18 0.06 0.41
Who shop 0.09 0.35 009 033 -0.09 0.31
Who cook 0.11 0.25 -0.06 0.55 -0.02 0.81
R'adj/F/P RM).01;
F=0.70;p=0.65
RM).02;
F=0.40;p=0.88
RM).01;
F=1.04;p=0.40
Block 2
Adolescent age -0.05 0.54 -0.05 0.50 0.02 0.82
Adolescent sex 0.04 0.59 -0.17* 0.02 -0.02 0.81
Adolescent BMI -0.08 0.32 0.02 0.76 -0.01 0.97
R'adj/F/P RM).01;
F=0.71;p=0.70
RMl.Ol;
F=0.81;p=0.61
RM).01;
F=0.82;p=0.60
Blocks
Overt Control 0.13 0.20 -0.08 0.40 0.07 0.44
Covert Control -0.14 0.12 -0.19* 0.02 -0.02 0.80
Monitoring -0.17 0.09 0.13 0.17 0.01 0.90
PTE -0.01 0.83 0.08 0.31 -0.14 0.08
Autonomy -0.13 0.09 -0.15* 0.04 0.07 0.30
R*adJ/F/P RM).04;
F=1.54;p=0.10
RM).05;
F=1.66;p=0.07
RM).01;
F =1.09;p=0.37
Block 4
Unhealthy Snacks 0.10 0.16 -0.12 0.10 0.06 0.40
Unhealthy Meals 0.09 0.28 0.34** 0.001 -0.21** 0.01
Healthy foods 0.07 0.37 -0.05 0.50 0.26** 0.001
R'adj/F/P RM1.04;
F=1.52;p=0.09
RM).15;
F=3.02;p=0.001**
RM). 12; 
F=2.51;p=0.001**
*p 0.05,**P<0.01
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a) Unhealthy Snacks
When ‘unhealthy snacks’ was the dependent variable (DV), no significant predictive 
models were found at any level of the regression models.
b) Unhealthy Meals
When ‘unhealthy meals’ was the DV, both the adolescent perception model 
(explaining 15% of variance) and the parental perception model (explaining 15% of 
variance) were significant.
Specifically, in the model with adolescent perception of control, adolescents were 
more likely to eat unhealthy meals if they were male and if their parents also ate more 
unhealthy meals, demonstrating the influence of modelling.
In the model with parental perception of control, adolescents were also more likely to 
eat unhealthy meals if they were male and if parents ate more unhealthy meals. 
However, this model also suggested that adolescents were more likely to eat unhealthy 
meals if parents perceived themselves to use less covert control and more restriction 
of their child’s autonomy.
c) Healthy foods
When ‘healthy foods’ was the DV, both the adolescent perception model (explaining 
15% of variance) and the parent perception model (explaining 12% of variance) were 
significant.
Specifically, in the model with adolescent perception of control, adolescents were 
more likely to eat healthy foods if their parents ate fewer unhealthy meals and more 
healthy foods (modelling), and if they perceived their parents to use less pressure on 
them to eat. In the model with parental perception of control, adolescents were also 
more likely to eat healthy foods if the parent ate less unhealthy meals and more 
healthy foods (modelling). Individual betas for control in this model were not 
significant.
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Predicting adolescents ’ eating behaviour.
For the first series of analyses (Table 11), the IV’s were parental demographics (Block 
1); child demographics (Block 2); adolescent perception of parental control practices 
(Block 3); parental eating behaviours (Block 4).
Table 11: Role o f demographics, parental eating behaviours and adolescent 
perceptions o f parental control practices in predicting adolescents ' eating behaviours.
Variable Emotional Eating Uncontrolled Eating Restrained Eating
fi P fi P fi P
Block 1
Parental age -0.01 0.87 -0.7 0.33 -0.05 0.50
Parental sex 0.04 0.59 0.02 0.75 0.02 0.75
Ethnicity 0.09 0.23 0.02 0.77 -0.08 0.30
Parental BMI 0.05 0.46 0.21** 0.01 -0.05 0.48
Who shop 0.01 0.94 -0.003 0.98 -0.11 0.21
Who cook -0.04 0.65 -0.07 0.45 0.05 0.58
R*adj/F/P RM).02;
F=0.40;p=0.88
RM).01;
F=1.06;p=0.39
RM).01;
F =0.92;p=0.48
Block 2
Adolescent age -0.12 0.12 0.02 0.81 -0.11 0.10
Adolescent sex -0.42** 0.001 -0.10 0.20 -0.44** 0.001
Adolescent BMI -0.22** 0.003 -0.09 0.28 -0.14* 0.05
R*adj/F/P R»=0.15;
F=4.84;p=0.001**
RM).01;
F=0.89;p=0.53
RM).16;
F=5.26;p=0.001**
Block 3
Overt Control -0.07 0.43 -0.20* 0.05 0.06 0.53
Covert Control -0.02 0.81 -0.11 0.19 -0.13 0.11
Monitoring -0.08 0.38 0.20* 0.03 -0.07 0.43
PTE -1.33 0.19 0.04 0.64 -0.12 0.09
Autonomy -0.10 0.15 0.08 0.27 -0.03 0.63
R'mdj/F/P RM). 18; 
F=4.00;p=0.001**
RM).02;
F=1.21;p=0.27
RM). 18; 
F=4.12;p=0.001**
Block 4
Emotional Eating -0.01 0.92 -0.12 0.19 0.18* 0.04
Uncontrolled
Eating
0.15 0.08 0.28** 0.002 -0.23** 0.01
Restrained Eating -0.07 0.31 0.03 0.70 0.02 0.79
R'mdj/F/P RM). 19; 
F=3.61;p=0.001**
RM).06;
F=1.68;p=0.05*
RM).20;
F=3.95;p=0.001**
i) *p 0.05.**p<0.0]
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7) Predicting adolescents ' eating behaviours from parents ’perception o f 
parental control, parent and child demographics, and parent eating 
behaviours.
For the second series of analysis (Table 12) the IV’s were parental demographics 
(Block 1); child demographics (Block 2); parental perception of parental control 
practices (Block 3); parental eating behaviours (Block 4).
Table 12: Role o f demographics, parental eating behaviours and parental perceptions 
o f parental control practices in predicting adolescents ’ eating behaviours.
Variable Emotional Eating Uncontrolled Eating Restrained Eating
fi P fi P fi P
Block 1
Parental age 0.02 0.76 -0.04 0.64 -0.5 0.48
Parental sex 0.04 0.54 0.04 0.64 0.02 0.73
Ethnicity 0.07 0.37 0.00 0.99 -0.08 0.26
Parental BMI 0.06 0.39 0.17* 0.03 -0.06 0.40
Who shop -0.01 0.90 0.01 0.94 -0.08 0.33
Who cook -0.03 0.78 -0.06 0.54 0.5 0.55
R'mdj/F/P RM).02;
F=0.40;p=0.88
RM).01;
F=0.93;p=0.48
RM).01;
F=0.93;p=0.47
Block 2
Adolescent age -0.09 0.20 0.00 0.99 -0.09 0.16
Adolescent sex -0.41** 0.001 -0.10 0.20 -0.44** 0.001
Adolescent BMI -0.21** 0.004 -0.3 0.67 -0.15* 0.03
R*adj/F/P RM).15;
F=4.81;p=0.001**
RM).01;
F=0.81;p=0.61
RM).16;
F=5.26;p=0.001**
Blocks
Overt Control -0.11 0.24 -0.08 0.40 -0.01 0.88
Covert Control -0.01 0.92 -0.01 0.88 -0.06 0.44
Monitoring 0.08 0.40 0.04 0.66 -0.06 0.44
PTE -0.07 0.40 0.09 0.32 -0.14 0.06
Autonomy 0.02 0.76 0.004 0.96 -0.07 0.31
R'mdj/F/P RM).15;
F=3.43;p=0.001**
RM).03;
F=0.56;p=0.89
RM). 18; 
F=4.01;p=0.001**
Block 4
Emotional Eating -0.01 0.95 -0.12 0.22 0.19* 0.02
Uncontrolled
Eating
0.13 0.11 0.27** 0.01 -2.7** 0.001
Restrained Eating -0.05 0.48 0.06 0.43 0.02 0.73
R'adj/F/P RM).15;
F=3.07;p=0.001**
RM).01;
F=1.05;p=0.41
RM).21;
F=4.07;p=0.001**
i) *p0.05**p<0.01
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a) Emotional Eating
When ‘emotional eating’ was the DV, both the adolescent perception model 
(explaining 19% of variance) and the parental perception model (explaining 15% of 
variance) were significant.
Specifically, in the model with adolescent perception of control, adolescents were 
more likely to eat emotionally if they were female and had a higher BMI. No 
individual beta for parental eating behaviour or control was significant.
In the model with parental perception of control, the results were the same.
h) Uncontrolled Eating
When ‘uncontrolled eating’ was the DV, the adolescent perception model (explaining 
5% of variance) was significant, but the parental perception model was not.
Specifically, in the model with adolescent perception of control, adolescents were 
more likely to eat uncontrollably if they had a parent with a lower BMI and a parent 
who uses more overt control and less monitoring. Adolescents were also more likely 
to score high on uncontrolled eating if they had a parent with higher levels of 
uncontrolled eating, demonstrating the influence of modelling.
c) Restrained Eating
When ‘restrained eating’ was the DV, both the adolescent perception model 
(explaining 20% of variance) and the parental perception model (explaining 21% of 
variance) were significant.
Specifically, in the model with adolescent perception of control, adolescents were 
more likely to restrain themselves if they were female, had a higher BMI and had 
parents who were more likely to eat emotionally but less likely to eat uncontrollably. 
Individual betas for control were not significant.
In the model with parental perception of control, the results were the same.
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Discussion
The present study aimed to explore the influence of parental modeling and control, 
from both parent and adolescent perspectives, on adolescents’ relationship with food 
whilst they lived at home.
First, if parents ate more unhealthy meals, their children would; thus, in western 
society where parents may need to work longer hours, adolescents may be at risk of 
learning that easily-prepared meals are preferable, despite nutritional content.
Conversely, if parents ate more healthy foods, and fewer unhealthy meals, their 
children ate more healthy foods indicating the protective value of parents being 
healthy. Secondly, with regards to eating behaviours, if parents modelled uncontrolled 
eating, their children were likely to exhibit similar behaviours. However, there was no 
influence of modelling for restrained or emotional eating, contradicting previous 
research (Snoek, Engels, Janssens & van Strien, 2007; Wertheim, Mee & Paxton,
1999).
Nevertheless, restrained eating in adolescents was associated with more emotional 
eating and less uncontrolled eating in parents. Tentative suggestions could be made 
here; perh^s through observation, adolescents are more likely to leam self-control if 
parents do not exhibit uncontrolled eating. Additionally, if parents are emotional 
eaters, adolescents may see this and react by restraining their diet. Further research 
would be required to assess the association between these factors but the findings 
suggest the impact of modelling on eating behaviour is more complex than the impact 
on diet. Overall, the results indicate a role for modelling in the development of 
adolescents’ diet and uncontrolled eating.
The study also aimed to explore the impact of parental control. Firstly, unhealthy 
snacks were not influenced by any predictive factors suggesting adolescent 
consumption of unhealthy snacks is predicted by variables not measured in this study. 
However, associations between parental control and other aspects of adolescent diet 
were found.
Firstly, an increase in adolescent consumption of unhealthy meals was associated with 
parental perception of more restriction of autonomy and less covert control. These
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findings could suggest that if parents do not relinquish control, the adolescent will find 
alternative ways to assert their autonomy, including eating more unhealthy meals. 
Additionally, more subtle forms such as covert control were beneficial for adolescent 
diet perhaps because adolescents do not feel their autonomy is restricted. Finally, the 
present study also found adolescents were mure likely to eat healthy foods if they 
perceived less PTE. This may suggest that if adolescents feel pressured by parents it 
will lead them to eat fewer healthy foods and confirms that PTE, a coercive technique, 
often has a negative impact (Ogden et al., 2006) possibly because it is more 
autonomy-limiting than other, more inductive, techniques (Lewis & Butterfield,
2005),
Overall, despite differences between parent and adolescent perceptions, these results 
appear to signify that adolescent diet is influenced by parents; specifically, whether 
parents are flexible and develop a mutually-reciprocal relationship with their child 
(Grotevant & Cooper, 1986). Coercive techniques may be too restricting of the 
adolescent’s autonomy (Allen & Hauser, 1996) but covert control can be beneficial in 
guiding the adolescent to a healthier diet. As a counselling psychologist, this 
reinforces my existing knowledge of how fundamental the parent-child relationship 
can be to adolescent health and how our role should include working intensively with 
famihes to help tackle obesity.
The present study also examined the impact of parental control on eating behaviours. 
Firstly, parental perception of control had no impact on these, possibly because they 
are personally meaningful and, thus, only adolescent perception of external factors 
influences such behaviours. Regarding adolescent perception of parental control, 
adolescents were more likely to exhibit uncontrolled eating if they perceived more 
overt control. Perhaps, as this technique does not endorse adolescents making their 
own decisions over their diet, it etm have harmful consequences; specifically, the 
adolescent may be unable to develop self-control over food (Birch et al., 1987) which 
can lead to disinhibted eating (Carper et al., 2000). Therefore, while previous research 
has suggested parental control may influence restrained eating, which leads to 
uncontrolled eating (Barker & Galambos, 2006), the current study suggests there is a 
direct link between parental control and adolescent uncontrolled eating.
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Additionally, uncontrolled eating was associated with lower levels of parental 
monitoring. It may be that, by failing to supervise their child, adolescent uncontrolled 
eating can continue uninhibited. Finally, the results suggest uncontrolled eating is 
more likely to occur in adolescents who have a parent with a lower BMI; perhaps 
these adolescents are less aware of the consequences of overeating or, alternatively, 
they may feel pressure to adhere to the thin ideal which can, paradoxically, lead to 
uncontrolled eating (Stice, Presnell & Spangler, 2002).
Previous findings relating to the impact of parental control on restrained and 
emotional eating have been mixed but, the present study indicates neither is 
influenced by parental control. This finding could be due to methodological 
limitations; while the questionnaires distinguished between overt and covert control, 
they did not differentiate between psychological and behavioural control. Thus, the 
findings suggest that emotional and restrained eating are unrelated to behavioural 
control in adolescents, but cannot determine the influence of psychological control. 
Future research should consider both types of control.
Finally, research has suggested that PTE is associated with emotional, restrained and 
disinhibited eating in children (Carper et al., 2000) but the current study did not find 
this for adolescents. It may be that, as PTE is used less on this age group, it does not 
have such an impact. Longitudinal research is necessary to determine whether parents 
who use pressure on their adolescent children might have a long-term impact on their 
eating behaviours once they leave home.
Overall, these findings suggest parental control has less influence on adolescent eating 
behaviours than diet, perhaps because control measured in this study was behavioural 
control (psychological control may have more of an impact on eating behaviours). 
However, the current study did find that use of overt control correlates with increased 
likelihood of uncontrolled eating and, thus, could be useful to further inform our 
understanding of how the parent-child relationship impacts upon eating behaviours.
Additionally, previous research contends that when problems occur with the process 
of separation-individuation adolescents are more at risk of disordered eating (Eggert, 
2008), but the present study indicates that, at least while living at home, restriction of 
autonomy has a negative impact on diet only, not on eating behaviours. Future
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research should assess whether parental control techniques and level of adolescent 
autonomy while living at home have any long-term impact upon diet and eating 
behaviours once the adolescent has left; I intend to explore this in the follow-up study.
Methodological limitations and suggestions for future research
The limitations of this study need to be considered. Firstly, the majority of the 
participants were white which may compromise the generalisability of the research. 
Additionally, there was a 50% attrition rate; however, there was no significant 
difference between respondents and non-respondents. Therefore, the final participants 
accurately represent the original sample, but may not represent the population as a 
whole.
Secondly, while the measures used in the current study have been adapted firom 
previous research and the majority have adequate reliability scores, the reliability 
scores for some of the variables were particularly low. Thus, the correlation between 
these scales and the variable they measure may suffer from attenuation effects 
consequently limiting their vahdity and suggesting they may not accurately model the 
“real” relationship in the population. Therefore, the current results, particularly those 
relating to diet, do need to be treated with caution. In future, it would be useful to 
conduct research designed to improve the reliability and validity of these scales used 
on an adolescent population; through this, the scales can be corrected for reliability 
and then further research could obtain a more accurate picture of the “true” 
relationship in the population.
It is also important to note that only one parent was asked to complete each parent 
questionnaire. This allowed those with only one parent to participate and increased the 
likelihood of the questionnaire being returned. However, it may not capture all control 
practices, attitudes or behaviours the adolescent is exposed to within the home. 
Therefore, if future research is to produce more thorough insights into the impact of 
control, both parents should answer a questionnaire. Another limitation is that BMI’s 
were calculated from self-reported heights and weights, the accuracy of which is 
questionable. Furthermore, as adolescents had to answer questions pertaining to their 
weight on college premises, the responses may be biased by social desirability. For 
future research, different means of collecting weight data should be considered.
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Additionally, only quantitative data was collected; therefore, the individuals’ 
experience was not explored in detail, generally an important aspect of counselling 
psychology (Cooper, 2010). However, the quantitative method allowed for a large 
sample to be collected and, by contributing to the quantitative research in this area 
which is somewhat lacking in counselling psychology, I hoped to uphold the 
plurahstic values of our profession. Lastly, the current study was cross-sectional in 
nature and, therefore, only correlation could be assessed; longitudinal research is 
necessary to further the findings and consider the long-term causal relationship 
between parental factors and adolescents’ relationship with food.
Despite these limitations, the research benefits from a large, geographically-diverse 
sample. Additionally, the results consider parental and adolescent perceptions of 
parental control, important as adolescents may perceive control techniques differently 
from parents. Finally, this research adheres to the non medical-model view of 
counselling psychology. Specifically, the researcher does not assume only those with 
a formal diagnosis have a problem with food; so questionnaires were completed by a 
non-clinical population, including items about disordered eating behaviours. Thus, 
rather than forcing ‘uniquely shaped persons into regulation-shaped categories’ 
(Sanders, 2008, p.46) this research advocates the view that anyone, diagnosis or not, 
might have a difficult relationship with food.
Implications for counselling psychology
The findings have implications for counselling psychology, firstly at the level of 
psycho-education. Parents are under pressure to manage their child’s diet in a society 
where access to high-fat and snack foods is increasing and may fall prey to using 
harmful control techniques. Thus, counselling psychologists can provide guidance and 
support for parents by highlighting the importance of using ‘eat what I eat’ methods 
and subtle techniques such as covert control while the adolescent still hves at home. 
Additionally, increasing awareness of the potential unintended consequences of overt 
control could reduce the risk of uncontrolled eating during adolescence.
While educating families on the impact of control is important, the role of counselling 
psychologists is also to explore and facilitate clients’ understanding of why they are in 
therapy. For adolescents coming for food-related issues, particularly those who do not
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feel they have control over their diet, the current research emphasizes the importance 
of understanding the adolescent’s perception of their independence within the parent- 
child relationship. Research has demonstrated the negative impact of families where 
the developmental need of establishing autonomy is restricted (Allen & Hauser,
1996); thus, our role may be to help the adolescent develop their sense of self and take 
control over their relationship with food.
Therefore, they may benefit fi*om a collaborative, person-centred fi-amework where 
the therapist adopts a non-directive stance, facilitating the client developing an 
internal locus of control (Rogers, 1942). Through this, the chent may begin to make 
autonomous, emancipated decisions about their hfe and their relationship with food. 
Additionally, counselling psychologists work integratively and the current research 
suggests knowledge of psychodynamic theory may also be useful when working with 
these chents.
It is known that an awareness of a client’s relationship with their parents can help 
therapists understand countertransferential feelings and projections during sessions 
(Malan, 1979). Thus, when working with adolescents who suffer fi’om obesity or 
disordered eating, an awareness of their perception of independence and choice within 
the parent-child relationship, and how they reacted to this, can help the ther^ist. For 
example, it is important to recognize when chents urgently seek the therapist’s 
guidance or react negatively to a seemingly neutral interpretation. Armed with the 
knowledge of the adolescent’s perception of their upbringing, a counselling 
psychologist can form useful transference-based interpretations in response to these 
reactions that may help facilitate understanding and change. Additionally, 
countertransferential reactions can help the therapist avoid re-enacting past 
relationships (Eagle, 1996).
Finally, parents may feel guilty that their child is obese or suffers jfrom disordered 
eating and, compounding this, adolescents may blame their parents for their 
difficulties. Therefore, as counselling psychologists, we could listen to both parent and 
adolescent narratives and respond to feelings of personal failure, guilt and self- 
criticism (White, 2000) with the aim of facilitating movement away firom problem- 
saturated identities. Additionally, this way of working with clients takes into
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consideration the impact of power relationships in the therapeutic dialogue (Vetere & 
Dowling, 2005); continuously checking about the effect of therapeutic interventions 
could be beneficial for clients whose autonomy has been hindered in the past.
Ultimately, the present research is not meant to reinforce perceptions that parents are 
to blame for adolescents’ troubled relationship with food. Instead it is meant to inform 
our practice so that we help both adolescents and parents understand the dilemmas 
they face and facilitate movement into a healthier relationship with food.
Conclusion
In conclusion, this study highlights a role for modelling in the development of 
adolescents’ diet and uncontrolled eating. Additionally, it suggests restriction of 
adolescent autonomy can have a negative influence on diet, but more subtle control 
techniques may be useful in guiding adolescents to a healthier diet. Finally, it 
indicates that overt techniques can lead to more uncontrolled eating in adolescents.
While this research is based on a non-clinical sample and, thus, the findings cannot be 
related to a clinical population, they are nevertheless useful to counselling 
psychologists. In a society where the incidence of obesity is increasing and more 
people are developing disordered eating, the range of clients coming to therapy with 
food-related issues is widening. Thus, information that can help us work with these 
chents is essential; perhaps earlier interventions can help those suffering fi’om distress, 
due to problems with diet and eating behaviours, understand these problems before 
they develop into eating disorders.
I hope by conducting this research I have not implied that any individual’s struggle 
with food is the same as another’s, but have broadened our understanding of the 
development of a difficult relationship people have with food. It also goes without 
saying that many other factors will influence an adolescent’s relationship with food 
and, thus, the current findings should be understood in light of these (particularly as 
the effect sizes in the current study were relatively small). Still, it is my hope that the 
knowledge gained fi*om this study will help inform adolescents of the causes of their 
unhealthy relationship with food and be the basis for providing more effective 
intervention programmes.
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Personal Reflections
I chose this research partly because I have experienced a difficult relationship with 
food and despite much existing Hterature I want to understand it more. When I was 
younger I perceived my parents as controlling; I was always told to finish what was on 
my plate, had little choice in what was for dinner and my mother regularly monitored 
what l ate. During this time I recall often eating unhealthy foods when away fi*om 
home and constantly worrying about my weight. Furthermore, I may not have a 
clinical diagnosis, but even today when I feel sad, anxious, or angry, I can find myself 
eating. Through years of self-reflection I can see this is emotional eating, which often 
occurs after periods of dieting, but for a long time all I knew was when I was unhappy 
food was my comfort blanket.
Thus, I chose to consider emotional, restrained and uncontrolled eating because I, and 
I beheve many others, experience these despite never being diagnosed with an eating 
disorder. Therefore, my personal experience, along with my literature review, has led 
to my current research. I believe that through following my interests my research adds 
to previous literature in counselling psychology and coincides with my principles as a 
counselling psychologist; there are many who do not have a formal diagnosis but do 
suffer fi"om a difficult relationship with food and I want to understand more about the 
entire spectrum of this difficulty. However, in light of the fact that I am clearly 
influenced by my past, it is necessary for me to consider my assumptions that 
developed through my experience. Everyone is different and anyone who has a 
difficult relationship with food will be influenced by a multitude of factors; it was 
important for me to bear this in mind when interpreting the findings.
Additionally, I chose to collect parent and adolescent perceptions for two reasons; my 
literature review suggested a need to look at both and I am aware my mum and I 
perceive her use of control very differently. This was one factor that influenced my 
choice of methodology; quantitative methods allowed me to assess whether only the 
adolescent’s perception of control impacts upon their behaviour or whether parental 
perception of control is also significant in influencing adolescent health behaviours. I 
also used quantitative methods because this allowed me to conduct a longitudinal 
study within the practical restraints of the course.
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Interestingly, I have always been anxious about using statistics, never feeling like I 
understand what to do, but in my research I saw an opportunity to face these fears.
This in itself is not a reason to conduct quantitative research but as the research 
question and need for longitudinal research lent itself to this design, I made the 
difficult decision o f  not conducting quantitative research (the norm in counselling 
psychology), instead working quantitatively!
Regarding the findings, I found it interesting that overt control had a positive 
correlation with diet but a negative correlation with uncontrolled eating. For me 
personally it ‘fits’ with how I was at that age. I remember mum trying to tell me what 
I should not eat, where I should avoid eating and how much food was ‘too much’. So 
whenever I was away fi"om her I would eat as much as I could but, overall, my diet 
was fairly healthy. However, considering my mum’s perspective, I imagme with all 
the fast-food restaurants and readily available snacks she was just trying to teach me 
how to be healthy , in a society where this is increasingly difficult. Thus, culturally- and 
time-specific factors should be taken into consideration when using these results to 
inform practice; parental control may have a negative impact on uncontrolled eating 
because food is now more available to be consumed in large quantities out of parents’ 
sight
On a personal note, despite the current findings suggesting parental control has less 
influence on adolescent eating behaviour, I feel my parents control had a huge impact 
upon my eating behaviours. Perhaps I was stubbornly hoping for some ‘proof to 
confirm my parents control had an impact upon me, or maybe there was little outward 
manifestation of the impact of control that quantitative research could capture. Either 
way, I would like to conduct qualititative research in future to understand the 
influence of parental control on adolescents’ relationship with food in more depth.
Finally, regarding my clinical suggestions, as stated earlier I think it is important to 
note my personal influence over these. Firstly, my person-centred foundation may 
have influenced my favouring of this fi-amework, suggesting we adopt a non-directive 
stance with adolescents. Additionally, when writing this report I was practicing in a 
psychodynamically-orientated placement, thus influencing my suggestion of paying 
attention to the transferential relationship. Finally, conducting the current research has
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often left me feeling ‘guilty’, as though I am going behind my parents back and 
blaming them for my difficulties with food. However, while I may have felt they were 
to blame when I was younger, I no longer feel this way and would hate it if I made my 
parents feel responsible. Therefore, my final consideration around parental blame and 
listening to both adolescent and parent narratives may also reflect my personal 
growth. Thus, I recognize that my therapeutic stance, as well as my personal 
experiences, will have influenced the suggestions made in the current research.
Overall, I can only describe the process that has occurred while planning, conducting, 
and writing this research as a rollercoaster; both anxiety-provoking and exciting. 
Collecting data was harder than expected and, due to my perfectionist nature, I found 
it difficult waiting for participants to return their parent questionnaires. However, 
experiencing this was useful for me as a practitioner as 1 leamt to stay with the sense 
of uncertainty. Additionally, I have found many things go wrong during research and 
part of my learning was to cope with these challenges and leam fi'om them.
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Appendix B -  Participant information sheet
UNIVERSITY OF
SURREY
TITLE; The role of parental control on adolescents’ health behaviours whilst 
living at home and one year post leaving home.
Dear Participant,
I would like to invite you to take part in a research study. Your decision to take part in 
this study is voluntary and you do not have to do so. Before you decide whether you 
would like to take part it is important for you to understand why the research is being 
done and what it will involve. Below are some frequently asked questions about the 
study. Please take the time to read the information before you make your decision.
What is the purpose of the research study?
This study aims to explore the impact of parental control on their children’s diet and 
eating behaviour, both whilst living at home and after leaving home. The study will 
consist of two parts;
Part 1 : Year 13 students (and their parents) answer questions relating to their 
diet/eating behaviour and parental control of this in order to investigate the influence 
of parental control on the diet and eating behaviour of adolescents while they still live 
at home.
Part 2; A follow up questionnaire a year later after the adolescent has (potentially) left 
home (for University or other) in order to investigate the influence of parental control 
on the diet and eating behaviour of adolescents after they have left home.
Why have I been asked to take part in this study?
This study requires participants who meet the following criteria: males or females 
currently studying in Year 13, and currently still living at home.
Who is conducting this study?
I am currently training at the University of Surrey to become a Counselling 
Psychologist. I have a specific interest in understanding the relationship between 
parents and their children and its impact on health related behaviours. I am being 
supervised by Professor Jane Ogden who has a wide breadth of experience in 
conducting research.
Has this study got ethical approval?
This study has received a favourable ethical opinion from the ethics committee of the 
Faculty of Arts and Human Sciences at the University of Surrey.
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What will happen to me if I do take part?
You will be given a questionnaire to complete, including a sheet asking for your name 
and e-mail address. Once completed, you will be asked to hand this back to me and I 
will separate the sheet containing your e-mail address from the questionnaire. You 
will then be given another questionnaire to give to your parents. Once they have 
completed this, you will be asked to return the questionnaire back to the sixth form 
within one week -  if you do so, you will be entered into a prize draw and the winner 
will receive a £20 prize. The questionnaires will then be used as part of my research, 
and your name and e-mail address will be used to contact you a year later for the 
follow up study and will be destroyed after this time.
All submitted data will be stored in a locked filing cabinet for a minimum of 10 years, 
in accordance with the Data Protection Act.
How will you keep my data confidential?
I will be the sole person analysing the questionnaires. No names are written on the 
questionnaires themselves, only an identification number to a) match your 
questionnaire with that of your parents and b) to match your first questionnaire with 
your follow up questionnaire a year later. Your parents will not have access to your 
questionnaire.
You will be asked to write your name and email address on a sheet which will be 
stored separately from the questionnaires in a locked filing cabinet. Your e-mail 
address will be used by me to contact you for the follow up questionnaire a year after 
the first questionnaire is administered. After this time it will be destroyed.
What are the possible risks and benefits of taking part?
The knowledge gained from this study will help improve our understanding of the 
impact of the parent-child relationship on adolescent behaviour. Additionally, you will 
be entered into a prize draw for £20.
What will happen to the results of this study?
This research forms part of my Professional Doctorate in Psychotherapeutic and 
Counselling Psychology. The results from this study will be submitted to the 
University of Surrey as a research report and may also be pubhshed in ajournai. Your 
identity will always remain confidential and will not be used in any publication.
Who do I speak to if I wish to withdraw from the study or if I would like some 
more information?
You are fi-ee to decline or withdraw from the research at any time without having to 
give a reason. If you have any more questions about the research study, please contact 
Emma Dickens at e.dickens@surrev.ac.uk or Jane Ogden at i■ogden@surrev.ac.uk
Many thanks,
Emma Dickens
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UNIVERSITY OF
SURREY
Eating behaviour questionnaire
Please read the information sheet before completing this questionnaire.
At the end of the questionnaire you will be asked to provide the researcher with your 
contact details. These will only be used to contact you a year after this questionnaire 
has been administered to conduct a second follow up questionnaire. All contact details 
will be kept separate from the questionnaire (which will only be identified by number) 
and will remain safe and secure. They will then be destroyed after the follow up study 
is completed.
Please answer all questions honestly; 1 am only interested in your views so there are 
no right or wrong answers. This Questionnaire is voluntary and all information 
supplied will remain confidential. You can opt out of the study at any time.
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Part 1. About you
1. What is your age? (To the nearest whole year)
2. Are you male or female? Male Q  Female [ ]
3. What is your height?
_______Centimetres OR
_______Feet and  Inches (Please guess i f  unsure)
4. How much do you weigh?
______ Kilograms OR
_______Stones______ Pounds (Please guess i f  unsure)
5. How would you describe your ethnic group? Please mark one box only 
White Q  Mixed Q  Asian Q  Black
Chinese Q  Other Q  Please specify:_____________________
Part 2. About your parents.
6. Who do you live with?
Both parents One parent Other (another relative/foster
parent) Q
If other, please specify_____________________________________ __________
7. Who in your household does the majority of the household/food shopping? 
Yourself I I Your mother I I Your father I I Other family member Q
8. Who in your household does the majority of the cooking?
Yourself I I Your mother I I Your father I I Other family member [ ]
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Part 3. Please think about bow your parents manage wbat you eat Please tick 
appropriate box.
How often...
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Part 4: Your diet.
Please think about your usual diet over the last year. Please mark one box only 
for each food.
How often did you...
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Part 5: Your attitudes to food.
Try to think about your normal behaviour/attitude towards food over the last 
year. Please mark one box only for each statement
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Contact details
Identification number (written on fi*ont):
Name of participant:
E-mail address:
(Please use an e-mail address that is not connected to your sixth form i.e. a 
Hotmail/Google/Yahoo account, so that when you have left your sixth from next year I  
can still contact you)
Thank you again for taking part in this research project. Your 
contribution is greatly appreciated. Please now return this 
questionnaire back to the researcher.
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Appendix D -  Parent questionnaire
UNIVERSITY OF
SURREY
Parent questionnaire
Please read the information sheet before completing this questionnaire.
Please answer all questions honestly; I am only interested in your views so there are 
no right or wrong answers. This questionnaire is voluntary and all information 
supplied will remain confidential. You can ont out of the study at any time.
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Part 1. About you
1. What is your age? (To the nearest whole year)
2. Are you male or female? Male Q  Female Q
3. What is your height?
 Centimetres OR
 Feet and Inches (Please guess if unsure)
4. How much do you weigh?
Kilograms OR 
 Stones Pounds (Please guess if unsure)
5. How would you describe your ethnic group? Please maik one box only 
White Q  Mixed Q  Asian Q  Black Q
Chinese Q  Other Q  Please specify:_____________________
6. What is your highest educational qualification?
7. Who in your household does the majority of the household/food shopping? 
Yourself I I Your partner I I Your children I I Other family member I I
8. Who in your household does the majority of the cooking?
Yourself I I Your partner I I Your children I I Other family member I I
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Part 2. Please think about how you manage what your child eats. Please tick 
appropriate box.
How often...
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Part 3: Your diet
Please think about your usual diet over the last year. Please mark one box only 
for each food
How often did you...
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Part 4: Your attitudes to food.
Try to think about your normal behaviour/attitude towards food over the last 
year. Please mark one box only for each statement
Thank you again for taking part in this research project. Your 
contribution is greatly appreciated. Please return this questionnaire
back to the researcher.
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Appendix E -  Example of college letter (made anonymous)
Date:....
Dear Parent/Guardian,
 College has a great deal of links with the local community, which provides
students with speakers and extended learning. One such link is with the University of 
Surrey. Emma Dickens is currently training at the University of Surrey to complete 
her doctorate in Psychotherapeutic and Counselling psychology and has received a 
favorable ethical opinion from the University of Surrey ethics committee.
We can confirm that she has been given permission to conduct part of her doctoral
level research here a t  College. She is studying the influence parents might have
on adolescent behavior -  firstly while the adolescent is at home and secondly one year 
after they have left home.
If your child has consented to take part, they will have been given an information 
sheet about the study and a questionnaire to fill in. They will then have been asked to 
pass on a second information sheet and questionnaire for you to fill in. This 
information sheet should provide you with everything you need to know but, if you 
have any further questions, please feel free to contact the researcher at 
e.dickens@surrev.ac.uk.
We would really appreciate if you could take the time to read the attached information 
sheet and, if you consent, complete the questionnaire within a week from the date 
printed at the top of this letter. Your child can bring the questionnaire back to school 
and place it in a collection box at the Sixth Form Office any time within this week.
Please place your questionnaire in a sealed envelope if you would prefer that your 
child not see your responses.
Yours Sincerely,
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Appendix F -  Parent information sheet
UNIVERSITY OF
Parent Information Sheet
TITLE: The role of parental control on adolescents’ health behaviours whilst 
living at home and one year post leaving home.
Dear Parent,
1 would like to invite you to take part in a research study. Your decision to take part in 
this study is voluntary and you are under no obhgation to do so. If you have been 
given this questionnaire, then your child has already completed a questionnaire for 
this research. Before you decide whether you would like to take part it is important for 
you to understand why the research is being done and what it will involve. Below are 
some frequently asked questions about the study covering what it entails and requires 
from you. Please take the time to read the information before you make your decision.
What is the purpose of the research study?
This study aims to explore the impact of different ways of controlling children’s diets 
on their eating, both whilst at home and after they have left home. The study will 
consist of two parts:
Part 1: A baseline study in which year 13 students (and their parents) answer questions 
relating to their diet/eating behaviour and parental control of this in order to 
investigate the influence of parental control on the diet and eating behaviour of 
adolescents while they still live at home.
Part 2: A follow up questionnaire a year later after the adolescent has (potentially) left 
home (for University or other) in order to investigate the influence of parental control 
on the diet and eating behaviour of adolescents after they have left home.
Why have I been asked to take part in this study?
This study requires participants who meet the following criteria: males or females 
currently studying in Year 13, and currently still living at home. It also requires the 
parents of the participants to fill in an additional questionnaire.
Who is conducting this study?
1 am currently training at Doctorate level at the University of Surrey to become a 
Counselling Psychologist. 1 have a specific interest in understanding the relationship 
between parents and their children and its impact on health related behaviours. 1 am 
being supervised by Professor Jane Ogden who has a wide breadth of experience in 
conducting research.
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Has this study got ethical approval?
This study has received a favourable ethical opinion from the ethics committee of the 
Faculty of Arts and Human Sciences at the University of Surrey.
What will happen to me if I do take part?
You will be asked to fill in the questionnaire that your child has given to you. After 
completion, your child will return it to the researcher when she visits the sixth 
form/college one week later.
All submitted data will be stored in a locked filing cabinet for a minimum of 10 years, 
in accordance with the Data Protection Act.
How will you keep my data confidential?
1 will be the sole person analysing the questionnaires. No names are written on the 
questionnaires themselves, only an identification number to match your questionnaire 
with that of your child. Therefore your identity will remain protected.
What are the possible risks and benefits of taking part?
The knowledge gained from this study will help improve our understanding of the 
impact of the parent-child relationship on adolescent behaviour.
What will happen to the results of this study?
This research forms part of my Professional Doctorate in Psychotherapeutic and 
Counselling Psychology. The results from this study will be submitted to the 
University as a research report and may also be published in ajournai. Your identity 
will always remain confidential and will not be used in any publication.
Who do I speak to if I wish to withdraw from the study or if I would like some 
more information?
You are fi^ ee to decline or withdraw from the research at any time without having to 
give a reason. If you have any more questions about the research study, please contact 
Emma Dickens at e.dickens@surrev.ac.uk or Jane Ogden at i.ogden@surrev.ac.uk
Many thanks,
Emma Dickens
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Appendix G -  Appetite: Notes for contributors
Introduction
Appetite publishes the entire range of research relating to eating and drinking.
Submissions for publication should be relevant to the consumption of or attitudes to 
substances, or to the influences on or the consequences of such choices and appetites. 
Nevertheless, other matters are not excluded if they are important in a particular study.
This journal specializes in cross-disciplinary communication. Therefore, papers 
originating in any scholarly discipline or combination of disciplines are considered for 
publication, following review by peers with research expertise in the main 
discipline(s) involved in the submission.
Types ûf article:
Full length papers
Full length papers including empirical reports and theoretical reviews are published.
Reviews may be of any length consistent with succinct presentation, subdivided as 
appropriate to the subject matter.
Special Sections or Issues
Proposals for a themed collection, symposium or commentary should be sent to the 
Contact Editor and appetite@elsevier.com, listing provisional authors, titles and 
lengths of papers and suggesting Executive, Advisory or Guest Editors with a 
timetable for recorded peer-reviewing, revision and transmittal in the format required 
for pubhcation. The reviews or reports in a special section or issue will be subject to 
the normal process of peer-review.
Commentary sections
Commentary sections may include a keynote paper, brief comments and reply.
Book reviews
The review of a single book should not exceed two printed pages (up to 1500 words 
including topical headings and any references cited). The fiiU bibliographic details of 
the book(s) must be included in the heading, including ISBN(s) and price(s) 
preferably in US dollars and euro or sterling.
Conference Abstracts
Conference Abstracts in guest-edited sets from international multidisciplinary
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conferences are sometimes published. All the abstracts in a set must be limited to a 
total word count of no more than 300 (4 per page), including the title, author name(s), 
one complete postal address and one e-mail address, and a single paragraph of tex t. 
Tables, Figures and footnotes are not allowed. Any acknowledgements must be given 
within the paragraph. The title of the meeting as the main title, the location and dates 
as a sub-title must be provided to form the heading of the set of abstracts. Any session 
titles, special lectures or other material must fit into the format and word count for the 
abstracts in that set.
Reports and announcements of conferences and symposium sessions
Appetite publishes reports and announcements of conferences and symposium 
sessions primarily concerned with topics in the range of the journal.
Please note that questionnaires and interview protocols (in Figure form) are not 
pubhshed.
Submission
Submission to this journal proceeds totally online and you will be guided stepwise 
through the creation and uploading of your files. The system automatically converts 
source files to a single PDF file of the article, which is used in the peer-review 
process. Please note that even though manuscript source files are converted to PDF 
files at submission for the review process, these source files are needed for further 
processing after acceptance. All correspondence, including notification of the Editor's 
decision and requests for revision, takes place by e-mail removing the need for a paper 
trail. Submit your article: Please submit your article via 
http ://ees. else vi er. com/appetite/.
Referees
Please submit, with the manuscript, the names, addresses and e-mail addresses of 
three potential referees along with your reasons for suggesting them. Note that the 
editor retains the sole right to decide whether or not the suggested reviewers are used.
Preperation
Use of word processing software
It is important that the file be saved in the native format of the word processor used. 
The text should be in single-column format. Keep the layout of the text as simple as
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possible. Most formatting codes will be removed and replaced on processing the 
article. In particular, do not use the word processor’s options to justify text or to 
hyphenate words. However, do use bold face, italics, subscripts, superscripts etc. 
When preparing tables, if you are using a table grid, use only one grid for each 
individual table and not a grid for each row. If no grid is used, use tabs, not spaces, to 
ahgn columns. The electronic text should be prepared in a way very similar to that of 
conventional manuscripts (see also the Guide to Publishing with Elsevier: 
http://www.elsevier.com/guidepublication). Note that source files of figures, tables 
and text graphics will be required whether or not you embed your figures in the text. 
See also the section on Electronic artwork. To avoid unnecessary errors you are 
strongly advised to use the 'spell-check' and 'grammar-check' functions of your word 
processor. Number all the pages of the manuscript consecutively and make sure line 
numbers are included too.
Article structure
Subdivision - unnumbered sections
Divide your article into clearly defined sections. Each subsection is given a brief 
heading. Each heading should appear on its own separate line. Subsections should be 
used as much as possible when cross-referencing text: refer to the subsection by 
heading as opposed to simply 'the text'.
Introduction
State the objectives of the work and provide an adequate background, avoiding a 
detailed literature survey or a summary of the results.
Material and methods
Provide sufficient detail to allow the work to be reproduced. Methods already 
pubhshed should be indicated by a reference: only relevant modifications should be 
described.
Results
Results should be clear and concise.
Discussion
This should explore the significance of the results of the work, not repeat them. A
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combined Results and Discussion section is often appropriate. Avoid extensive 
citations and discussion of pubhshed literature.
Conclusions
The main conclusions of the study may be presented in a short Conclusions section, 
which may stand alone or form a subsection of a Discussion or Results and Discussion 
section.
Appendices
Appendices are not encouraged. Critical details of Method should be described in that 
section of the manuscript.
Essential title page information
• Title: Concise and informative. Titles are often used in information-retrieval 
systems. Avoid abbreviations and formulae where possible.
• Author names and affiliations. Where the family name may be ambiguous (e.g., a 
double name), please indicate this clearly. Present the authors' affihation addresses 
(where the actual work was done) below the names. Indicate all affiliations with a 
lower-case superscript letter immediately after the author's name and in fi-ont of the 
appropriate address. Provide the fiiU postal address of each affiliation, including the 
country name and, if available, the e-mail address of each author.
• Corresponding author. Clearly indicate who will handle correspondence at all 
stages of refereeing and pubhcation, also post-publication. Ensure that phone 
numbers (with country and area code) are provided in addition to the e-mail 
address and the complete postal address. Contact details must be kept up to date 
by the corresponding author.
• Present/permanent address. If an author has moved since the work described in the 
article was done, or was visiting at the time, a 'Present address' (or 'Permanent 
address') may be indicated as a footnote to that author's name. The address at which 
the author actually did the work must be retained as the main, affiliation address. 
Superscript Arabic numerals are used for such footnotes.
Abstract
A concise and factual abstract is required. The abstract should state briefly the purpose 
of the research, the principal results and major conclusions. An abstract is often 
presented separately from the article, so it must be able to stand alone. For this reason,
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References should be avoided, but if essential, then cite the author(s) and year(s).
Also, non-standard or uncommon abbreviations should be avoided, but if essential 
they must be defined at their first mention in the abstract itself.
Highlights
Highlights are mandatory for this journal. They consist of a short collection of bullet 
points that convey the core findings of the article and should be submitted in a 
separate file in the online submission system. Please use "Highlights' in the file name 
and include 3 to 5 bullet points (maximum 85 characters, including spaces, per bullet 
point). See http://www.elsevier.com/highlights for examples.
Keywords
Immediately after the abstract, provide a maximum of 6 keywords, using American 
spelling and avoiding general and plural terms and multiple concepts (avoid, for 
example, 'and', 'of). Be sparing with abbreviations: only abbreviations firmly 
estabhshed in the field may be ehgible. These keywords will be used for indexing 
purposes.
Abbreviations
Define abbreviations that are not standard in this field in a footnote to be placed on the 
first page of the article. Such abbreviations that are unavoidable in the abstract must 
be defined at their first mention there, as weU as in the footnote. Ensure consistency of 
abbreviations throughout the article.
Acknowledgements
CoUate acknowledgements in a separate section at the end of the article before the 
references and do not, therefore, include them on the title page, as a footnote to the 
title or otherwise. List here those individuals who provided help during the research 
(e.g., providing language help, writing assistance or proof reading the article, etc.). 
Units
Follow internationally accepted rules and conventions: use the international system of 
units (SI). If other units are mentioned, please give their equivalent in SI.
Database linking
Elsevier encourages authors to connect articles with external databases, giving their 
readers one-click access to relevant databases that help to build a better understanding
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of the described research. Please refer to relevant database identifiers using the 
following format in your article: Database: xxxx (e.g., TAIR: ATI GO 1020; CCDC: 
734053; PDB: IXFN). See http://www.elsevier.com/databaselmking for more 
information and a full list of supported databases.
Footnotes
Footnotes should be used sparingly. Number them consecutively throughout the 
article, using superscript Arabic numbers. Many word processors build footnotes into 
the text, and this feature may be used. Should this not be the case, indicate the position 
of footnotes in the text and present the footnotes themselves separately at the end of 
the article. Do not include footnotes in the Reference list.
Table footnotes
Indicate each footnote in a tabic with a superscript lowercase letter.
Tables
Number tables consecutively in accordance with their appearance in the text. Place 
footnotes to tables below the table body and indicate them with superscript lowercase 
letters. Avoid vertical rules. Be sparing in the use of tables and ensure that the data 
presented in tables do not duplicate results described elsewhere in the article.
References
Citation in text
Please ensure that every reference cited in the text is also present in the reference hst 
(and vice versa). Any references cited in the abstract must be given in full. 
Unpublished results and personal communications are not recommended in the 
reference list, but may be mentioned in the text. If these references are included in the 
reference list they should follow the standard reference style of the journal and should 
include a substitution of the publication date with either Unpublished results' or 
Tersonal communication'. Citation of a reference as 'in press' implies that the item has 
been accepted for publication.
Web references
As a minimum, the full URL should be given and the date when the reference was last 
accessed. Any further information, if known (DOI, author names, dates, reference to a 
source publication, etc.), should also be given. Web references can be listed separately
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(e.g., after the reference list) under a different heading if desired, or can be included in 
the reference list.
Reference style
Text: Citations in the text should follow the referencing style used by the American 
Psychological Association. You are referred to the Publication Manual of the 
American Psychological Association, Sixth Edition, ISBN 978-1-4338-0561-5, copies 
of which may be ordered fi*om http://books.apa.org/books.cfm7idM200067 or APA 
Order Dept., P.G.B. 2710, Hyattsville, MD 20784, USA or APA, 3 Henrietta Street, 
London, WC3E 8LU, UK.
List: references should be arranged first alphabetically and then further sorted 
chronologically if necessary. More than one reference from the same author(s) in the 
same year must be identified by the letters 'a', f ,  'c', etc., placed after the year of 
pubhcation.
Examples:
Reference to ajournai publication:
Van der Geer, J., Hanraads, J. A. J., & Lupton, R. A. (2010). The art of writing a 
scientific article. Journal o f Scientific Communications, 163, 51-59.
Reference to a book:
Strunk, W., Jr., & White, E. B. (2000). The elements o f style. (4th ed.). New York: 
Longman, (Chapter 4).
Reference to a chapter in an edited book:
Mettam, G. R., & Adams, L. B. (2009). How to prepare an electronic version of your 
article. In B. S. Jones, & R. Z. Smith (Eds.), Introduction to the electronic age (pp. 
281-304). New York: E-Publishing Inc.
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Changes that would still need to be made if submitting to Appetite Journal (not 
all of these were suitable when submitting the paper for my portfoho):
a) Put university address, e-mail address and phone number on front page (I did 
not think it suitable including these details in the portfolio)
b) Highlights are mandatory for this journal. They consist of a short collection of 
bullet points that convey the core findings of the article and should be 
submitted in a separate file in the online submission system. Please include 3 
to 5 bullet points (max. 85 characters per bullet point including spaces).
c) Appendices are not encouraged -  so most of mine would be removed.
d) The ethics approval would be put into a statement to publishers.
e) I would remove my unpublished doctoral references fi'om the reference list -  
‘Unpublished results and personal comm unications are not recommended in 
the reference list, but may be mentioned in the text’ but for the sake of this 
portfolio they have been included.
f) Rather than an in-text acknowledgment of the abbreviation of pressure to eat, I 
would need to use a footnote -  ‘Define abbreviations that are not standard in 
this field in a footnote to be placed on the first page of the article’. I have not 
done this in this instance as footnotes should be avoided in the portfolio.
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Empirical research two
Out of sight, out of mind, but never completely gone: The role of parental 
control, modelling and adolescent autonomy in predicting an adolescent’s diet 
and eating behaviour whilst living at home and one year later after leaving:
Follow-up study.
Emma Dickens (corresponding author), supervised by Professor Jane Ogden
Abstract
Moving out of home to hve independently is a major transition where adolescents 
must take responsibihty for their diet. Yet while parental control and modelling have 
been identified as influential to adolescents’ diet and eating behaviour, research 
exploring the impact of these factors after adolescents leave home is limited. The 
present study is the foUow-up component of a longitudinal study aiming to investigate 
whether modelling and parental control, during adolescence, are associated with 
adolescents’ relationship with food after they leave home. Questionnaires were 
completed by 93 participants aged 18-20 who had left home. Measures included 
adolescent diet and eating behaviour (emotional, uncontrolled and restrained eating) at 
baseline and follow-up and baseline measures of parental control practices, diet and 
eating behaviour. The results showed that parental control had no influence, yet 
parents own diet/eating behaviour did influence adolescents’ diet/eating behaviour at 
follow-up. Overall, the results indicate that parents modelled behaviour is a better 
predictor of adolescents’ diet/eating behaviour after they leave home than control. 
Results are discussed in relation to previous literature, mindful eating and implications 
for counselling psychology.
Key words: Adolescence, diet, eating behaviour, parental control, modelling, 
autonomy.
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Introduction
Moving out of the family home to hve independently of one’s parents is a major 
transition (Graber, & Brooks-Gunn, 1996) where the adolescent must leam to take 
responsibility for themselves in many areas, including their diet. However, 
adolescents’ leaving home often lack the experience of shopping for, preparing and 
cooking their own food (Beasley, Hackett, & Maxwell, 2004; BuU, 1988); moving out 
of home might represent the first time they must take control of their diet (Coh6 Barié,
Satalié, Luke§i6, 2003). This can be challenging; for example, the transition to 
University is associated with weight gain (Racette, Deusinger, Strube, Highstein, &
Deusinger, 2005), unhealthy dietary practices (Galobardes, Morabia, & Bernstein,
2001; Huang et al, 2003), binge-eating (Striegel-Moore, Silberstein, Frensch &
Roding, 1989) and other eating disorders (Smolak & Levine, 1996). Thus, this 
transition can be a critical period in the development of food-related problems.
Influencing how adolescents navigate this transition, amongst other things, are their 
behefs (Furst, Connors, Bisogni, Sobal & Falk, 1996), attitudes (Dickstein 1989) 
habits and preferences surrounding food, factors usually established during childhood 
(Wardle, 1995). Accordingly, research in this area is necessary to understand whether 
parents have a long-term impact upon the food-related attitudes and behaviours of 
adolescents after they have transitioned away fi'om home; especially as young 
people’s dietary behaviours are likely to continue throughout their hfe (Haberman &
Luffey, 1998).
Furthermore, it has been stated previously (Dickens, 2012) that while counselling 
psychology has contributed to research into eating disorders, we can still broaden our 
understanding of the aetiology of disordered eating and its relation to aspects of 
parenting. There is a range of literature regarding the aetiology of eating disorders, 
disordered eating and obesity, including biological/genetic (Klump, Suisman, Burt,
McGue & lacono, 2009; Striegel-Moore & Bulik, 2007), environmental (Field,
Camargo, Taylor, Berkey, & Colditz, 1999) and societal factors (Orbach, 1993).
However, despite being generally established that one’s primary caregiver can shape 
one’s attitudes to and behaviour shown towards food (Wardle, 1995), knowledge 
concerning the way parents influence adolescent eating behaviours remains limited
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(Ventura & Birch, 2008). Thus, the current research focuses on the influence of 
parents which can be through modelling and control (Brown & Ogden, 2004; Dickens,
2010). These will now be considered.
The role of modelling and parental control
Modelling describes how human behaviour is learned through observation and 
vicarious reinforcement (Bandura, 1977). Regarding food, parents act as role models 
through their attitudes to food and what they eat and research has shown a clear 
association between these attitudes and behaviours and that of their children (Dickens, 
2010, 2012; Hill, Weaver, & Blundell, 1990). Moreover, longitudinal studies have 
revealed similar findings (Vereecken, Haerens, De Bourdeaudhuij, & Maes, 2010); for 
example, parental intake of finit, vegetables and dairy has been found to predict 
young-adult intake five years later (Arcan et al., 2007). However, the influence of 
parental modelling once children leave home is less known. Thus, the current research 
will be useful in providing further understanding into this process, important to 
counselling psychologists as knowledge relating to the parent-child relationship is 
integral to our practice (O’Brien, 2010).
However, parents have another method of influencing their child’s diet: control 
(Brown & Ogden, 2004). Consequently, attention has also been placed on the impact 
of parental control on children’s diet, including dietary behaviours such as 
consumption of (un)healthy foods. Included under the term parental control are overt 
control, covert control, monitoring and pressure to eat (PTE). Overt control comprises 
techniques detectable by the child and covert control encompasses techniques they are 
(usually) unaware of (Ogden, Reynolds and Smith, 2006); monitoring is where 
parent’s oversee their child’s eating and PTE is parents tendency to push their children 
to eat (Birch et al., 2001).
When considering parental control with adolescents it is also useful to understand 
whether the adolescent feels they have autonomy over their diet (Dickens, 2012; Hill, 
2002); adolescence is expected to be a time of increasing independence (Berk, 2010) 
and a successful transition fi'om adolescence to adulthood can be achieved through 
estabhshing independence within a supportive parent-child relationship (Cooper,
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2010; Kenny, & Donaldson, 1991). However, this process is influenced by whether 
parental control is coercive or inductive.
Coercive control is defined as external pressure placed on the child by the parent in an 
attempt to maintain unquestioned authority; inductive is where parents attempt to 
induce voluntary compliance (Rollins & Thomas, 1979). Parents who use inductive 
control are likely to encourage the adolescent to make diet-related decisions (Harker, 
Sharma, Harker, & Reinhard, 2010; Morgan, 2009) while providing guidance. This 
promotes a healthier sense of self-control in the adolescent (Birch, McPhee, Shoba, 
Steinberg & Krehbiel, 1987) and can be protective against disordered eating (McEwen 
& Flouri, 2009).
Conversely, coercive techniques such as PTE are more autonomy-limiting (Lewis & 
Butterfield, 2005), might undermine the adolescent’s self-regulation (Constanzo & 
Woody, 1985) and can have a negative impact upon their diet and eating behaviours 
(Carper, Fisher & Birch, 2000; Edmunds & Hill, 1999). Consequently, in families 
where coercive techniques are used and/or the development of autonomy is restricted 
(Allen & Hauser, 1996), problems can occur with the process of separation- 
individuation and these adolescents are more at risk of disordered eating (Eggert, 
2008).
Furthermore, research has shown parental restriction is associated with children 
restraining their own eating which can paradoxically lead to uncontrolled eating 
(Erskine, 2007; Fedoroff, Polivy, & Herman, 1997; Polivy & Herman, 1985). 
Similarly, parental pressure is associated with weight gain (Clark, Goyder, Bissell, 
Blank & Peters, 2007) and emotional, restrained and disinhibited eating (Carper et al., 
2000; van Strien & Bazelier, 2007). Thus, parents control is associated with the 
development of disturbed eating behaviours by their children, risk factors for obesity 
and eating disorders (Herman & Polivy, 1980; Stunkard & Messick, 1985). 
Significantly though, research has shown that some forms of control, such as overt, do 
not always have a negative impact and subtle forms, such as covert, might even be 
helpful in improvmg a child’s diet (Brown, Ogden, Vôgele and Gibson, 2008). 
Therefore, the impact of parental control spears to depend on the type of control 
used. However, the majority of literature described above relates to the effect of
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parental control on children; yet parental control does influence adolescents ’ 
relationships with food whilst they live at home (Dickens, 2012) and it is possible this 
might continue after the adolescent leaves.
Transitioiiing out of home
Studies on adolescents’ transitioning to independent living have produced mixed 
findings. Some indicate an improvement in healthy eating (Beasley et al., 2004; 
Piggford, Raciti, Harker & Harker, 2008), proffering suggestions that this might be 
because leaving home affords the adolescent more autonomy so they can then leam 
the skills necessary to take responsibility for their diet. Others have found a decline in 
healthy eating; Papadaki, Hondros, Scott and Kapsokefalou, (2007) established that 
those living away from home developed more unfavourable eating habits than those at 
home, including decreased consumption of healthy foods such as fruit and vegetables 
and increased consumption of unhealthy foods such as fast-foods. Coh6 Barié & 
Éatalié (2002) also found that skipping breakfast was more common in students; Colic 
Barié et al., (2003) suggested such behaviours might be due to the adolescent no 
longer being monitored by parents.
Research into the impact of leaving home on eating behaviour such as emotional, 
uncontrolled and restrained eating is less common but some have suggested this 
transition is not a successful predictor of eating disturbances (Gousse, 2012).
However, others have found that parental pressure during childhood does predict such 
eating behaviours in adulthood (Pfeffer, 2010) and that the transition to 
University/away from home is associated with disordered eating (Smolak & Levine, 
1996; Striegel-Moore, et al., 1989).
Others still have suggested the impact of adolescents leaving home on their diet/eating 
behaviours depends on whether the adolescent, at the time of leaving, already suffers 
from an unhealthy diet (Harker et al., 2010), disordered eating (Barker & Galambos, 
2006) or obesity (Pei-Lin, 2004). However, as the majority of these studies were 
cross-sectional no causal inferences could be drawn. Additionally, many did not 
measure the impact of parental control specifically; thus, there is a need for
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longitudinal research focusing exphcitly on the impact of parental control on 
adolescents’ relationship with food after they leave home.
Consequently, I initially conducted a baseline study into the influence of parental 
control on adolescents while they lived at home (Dickens, 2012). The findings 
revealed increased consumption of unhealthy meals was predicted by parental 
perception of more restriction of autonomy and less covert control. Adolescent’s 
increased consumption of healthy foods was predicted by adolescent perception of 
less PTE and more uncontrolled eating was predicted by adolescent perception of 
more overt control and monitoring. The results also highhghted a role for modelling 
in the development of adolescent’s diet and uncontrolled eating. However, this study’s 
design was also cross-sectional limiting conclusions about causahty.
To further elaborate our understanding I will conduct a follow-up longitudinal 
analysis focusing on whether parental control techniques used when the adolescent 
lived at home, and parents’ eating behaviour/diet, predict adolescent diet (healthy 
foods, unhealthy snacks and unhealthy meals) and eating behaviours (uncontrolled, 
emotional and restrained eating) once they have left. Thus, the aims of this study are 
to explore:
1. Adolescents’ diet/eating behaviour at follow-up and changes in adolescents’ 
diet/eating behaviour fi'om before to after leaving home.
2. The impact of modelling and parental control (overt control, covert control, 
PTE, monitoring, and restriction of adolescent autonomy) whilst adolescents 
hve at home on their diet/eating behaviour after leaving home.
3. Change in adolescent diet/eating behaviour (and reasons for) after they have 
left home through analysing free text using content analysis.
Method
Design
The study used a repeated-measure longitudinal design with data collected whilst the 
child hved at home and 12 months later after they had left
189
Research Dossier
Sample
At baseline, data was collected from non-clinical child/parent dyads {n=203). At 
follow-up I contacted the adolescents, of whom 118 responded. Participants were 
excluded if they did not fit with the inclusion criteria of having moved out of home 
(n=25). The final sample consisted of 93 adolescents aged 18-20 and matched 
parental data.
Procedure
Ethical approval was obtained from the University of Surrey (Appendix A). 
Participants were recruited by contacting adolescents, who took part at baseline and 
returned their parent questionnaire (N = 203), via e-mail. The email contained a link 
to the online questionnane and a unique participant number which they were asked to 
enter when completing the questionnaire; it was explained this would be used to 
match their baseline and follow-up data while maintaining participant anonymity.
After chcking the link, participants were shown an information page (Appendix B) 
outlining (a) that this was the follow-up component of the research they took part in 
the previous year, (b) the nature of the questionnaire, (c) that completing the 
questionnaire was voluntary, (d) that they could withdraw any time, (e) that all their 
information would remain confidential and (f) that if they completed the questionnaire 
they would be entered into a prize draw. Incentives are important to adolescents, but 
care needs to be taken so they do not feel coerced into participation (Robbins et al,
2011); thus, a prize draw, rather than individual incentive, was used to encourage 
participation while detailed explanations of the research were provided at baseline and 
follow-up to increase interest and make clear participation was voluntary. Participants 
were asked whether they understood and agree to take part before completing the 
questionnaire.
Measures
The questionnaires gathered quantitative data through a tick-box format. Quantitative 
longitudinal measures were chosen pragmatically as the best fit to answer the research 
question. A quantitative method allowed the researcher to expand on previous 
research, adapting existing scales including those relating to parental control; the
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extension of this research into areas such as eating behaviour is relevant to counselling 
psychologists who will inevitably meet many individuals who suffer from a difficult 
relationship with food. A content analysis was also employed as using different 
methods ‘allows greater perspective’ (Rafalin, 2010, p,47) and the question was open- 
ended so it was not overly influenced by the researcher’s agenda.
I will now describe the measures that were included a) in the baseline questionnaire 
only, b) in the baseline and follow-up questionnaire and c) in the follow-up 
questioimaire only. Reliability was assessed using cronbach’s a and Pearson’s 
correlation (represented as a or r after each block of questions); the figures outlined 
are derived from the present data (not the original scales).
a) Measures completed at baseline only (Sec baseline research for full 
questionnaires)
i) Demographics - Questions pertaining to participant’s sex and race.
ii) Parental Control
Participants/parents completed measures of parental control derived from existing 
literature including questions relating to overt/covert control, adapted from Brown et 
al., (2008), and monitoring and PTE, adapted from Birch et al., (2001). Participants 
were asked to rate the frequency of the control practices they experienced at home on 
a 5-point Likert scale of 1 (Never) to 5 (Always); higher scores represent higher use of 
that type of control. The different types of control and their associated questions are 
outlined below.
Overt Control
Measured using 4 items adapted from Brown et al., (2008): ‘How often are they/you 
firm about what you/your child should eat?’, ‘How often are they/you firm about when 
you/they should eat?’, ‘How often are they/you firm about where you/they should 
eat?’, ‘How often are they/you firm about how much you/they should eat?’ (Aa=0.76, 
Pa=0.73).
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Covert Control
Measured using 5 items adapted from Brown et al., (2008): ‘How often do they/you 
avoid eating unhealthy foods when you are/your child is around?’; How often do 
they/you intentionally keep some foods hidden or out of reach?’; ‘How often do 
they/you avoid buying foods even though you asked for them/that your child would 
like because you don’t want them to have them?’; ‘How often do they/you avoid 
going to café’s or fast-food restaurants so that you don’t eat/your child won’t eat 
unhealthy food?’; ‘How often do they/you avoid buying biscuits and cakes and 
bringing them into the house?’ (Aa=0.76, Pa=0.81).
Pressure to eat
Measured using items from the Child Feeding Questionnaire (Birch et al., 2ÜÜ1) (4 
items): ‘How often are you made to eat when you aren’t hungry?/If your child said,
“I’m not hungry” would you try to get them to eat anyway?’; ‘How often are they firm 
that you have to eat all of the food on your plate?/does your child have to eat all of the 
food on their plate’; ‘How often do they/you have to be especially careful to make 
sure you/your child eat enough?’; ‘How often do they/you encourage you/your child 
to eat more if they/you feel that you/they haven’t eaten enough that day or that 
mealtime?’ (Aa=0.68, Pa=0.70).
Monitoring
Measured using items from the Child Feeding Questionnaire (Birch et al., 2001). (2 
items): ‘How often do they/you watch that you/your child don’t/doesn’t eat too many 
high-fat foods?’; ‘How often do they/you watch that you/your child don’t/doesn’t eat 
too many sweets?’ Reliability was measured using Pearson’s correlation (r) as there 
were only two items. The scores were as follows; Adolescent r=0.75, p=<0.01 and 
parent r=0.69, p=<0.01.
Autonomy
Level o f autonomy, a key feature of Inductive control (RoUins & Thomas, 1979) is the 
extent to which adolescents feel they have control or choice over their diet. This was 
measured using 3 items: ‘How often do you have/let your child have input in what is
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eaten at family meal times?’; ‘How often do you/does your child cook your/their own 
food at home?’; ‘How often do you have/let your child have input in what is bought 
during a food shop?’ (Aa=0.56, Pa=0.54).
b) Measures completed at baseline (see baseline research) and foUow-up (Appendix 
C):
i) Demographics - Questions pertaining to participant’s age, height and weight (BMI 
scores calculated fi'om heights/weights). Please note, while BMI has been considered 
as a dependent variable in previous research (for example, Neumark-Sztainer et al., 
2006), however, it is also possible that BMI may influence adolescents’ diet and/or 
eating behaviours. For example, research has shown that adolescents do restrain their 
eating in response to a higher BMI (Snoek, Van Strien, Janssens & Engels, 2008). 
Therefore, BMI has been included as an independent variable.
ii) Diet
Participants completed measures relating to their diet at baseline and follow-up (and 
parents completed measures relating to their diet at baseline). This included how often 
participants/parents consumed unhealthy snacks (crisps, chocolate, cake and sweets) 
adapted fi'om Brown & Ogden (2004) (Baseline: Aa=0.66, Pa=0.61; Follow-up 
a-0.64), unhealthy meals (take-away pizza, take away kebab/burger, take-away 
Chinese/Indian, prepared foods) (Baseline: Aa=0.57, Pa=0.50; Follow-up: a=0.57) 
and healthy foods (finit, vegetables as a main meal, vegetables as a snack, meals fi'om 
scratch and eating breakfast) (Baseline: Aa=0.50, Pa=0.57; follow-up: a=0.66). 
Participants were asked to indicate fi'equency of intake on a 5- point Likert scale of 1 
(Never) to 5 (Always); the higher the score, the more unhealthy snacks, unhealthy 
meals and healthy foods consumed.
Hi) Eating behaviours
Participants were also asked about their eating behaviours (emotional, uncontrolled, 
and restrained eating) over the last year (and participants/parents were asked about 
their eating behaviours at baseline). Questions were taken fi'om the top three factor- 
loadings of the Revised Three Factor Eating Questionnaire (Karlsson, Persson, 
Sjôstrôm, & Sullivan, 2000); Participants could answer ‘definitely true’, ‘mostly true’,
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‘mostly false’, or ‘definitely false’. The higher the score, the less participants 
struggled with emotional, uncontrolled or restrained eating. The different types of 
eating behaviour and their associated questions are outlined below.
Emotional eating
Emotional eating is ‘overeating during dysphoric mood states, that is, when feeling 
lonely, hlue or anxious’ (Karlsson et al.,2000,p. 1718) and was measured using three 
items: ‘When I feel blue, I often overeat’; ‘When I feel anxious, I find myself eating’; 
‘When I feel lonely, I console myself by eating’ (Baseline: Aa=0.80, Pa=0.85, 
Follow-up: a=0.77).
Uncontrolled eating
Uncontrolled eating ‘reflects overall difficulties in the regulation of eating’ (Karlsson 
et al., 2000, p. 1718) and was measured using three items: ‘Being with someone who is 
eating often makes me hungry enough to eat also’; ‘Sometimes when I start eating, I 
just can’t seem to stop’; ‘When I smell a something delicious like my favourite food, I 
find it very difficult to keep fi’om eating, even if I have just finished a meal’ (Baseline: 
Aa=0.69, Pa=0.77, Follow-up: a=0.70).
Restrained eating
Restrained eating is ‘control over food intake in order to influence body weight and 
body shape.’ (Karlsson et al., 2000, p. 1717) and was measured using three items: ‘I do 
not eat some foods because they make me fat’; ‘I deliberately take small helpings as a 
means of controlling my weight’; ‘I consciously hold back at meals in order not to 
gain weight’ (Baseline: Aa=0.82, Pa=0.80, Follow-up: a=0.81).
c) FoUow-up measures (Appendix C):
The following additional measures were included in the follow-up questionnaire:
v) Demographics
Participants were asked if they hve away fi’om home and, if yes, whether they have 
moved out for ‘university’ or ‘other’. They were asked what town they live in, what 
kind of accommodation they live in (University halls (self-catered)/University halls
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(catered)/with friends/currently travelling/still with parents/other), how they afford 
their weekly shop (loan/parent’s help/money from job/other) and who does most of 
their cooking (yourselfrparent(s)/paid staffrfriends/other). Finally, they were asked 
how much they spend on average on food in a week.
vi) Qualitative question
Participants were asked ‘Has your diet and eating behaviour changed since you left 
home? If so, in what way?
Data reduction
The data were reduced by:
a) Calculating BMI’s using self-reported height/weight.
b) Re-coding ‘town’ into region variables.
c) Using total created variables relating to covert/overt control, monitoring, PTE 
and autonomy from baseline.
d) Using total created variables relating to unhealthy snacks, unhealthy meals, 
healthy foods, emotional, uncontrolled, and restrained eating from baseline and 
follow-up.
Data analysis
Data was analysed to:
a) Describe adolescent demographics.
b) Assess whether the follow-up sample differed significantly compared to the 
original sample of 203 (using independent t-tests).
c) Describe fi-equency of adolescent diet/eating behaviours at follow-up.
d) Assess differences between adolescent diet/eating behaviours at baseline and 
follow-up using repcated-measures t-tests.
e) Assess factors predicting adolescent diet/eating behaviour after they have left 
home using Multiple-regression analysis.
f) Consider the themes arising in short sections of free text using content 
analysis, a set of procedures to make inferences from texts (Weber, 1990) and 
classify text according to their meanings (Krippendorff, 2004), in order to 
increase understanding of adolescent diet/eating behaviour.
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Results
Firstly, data was entered into SPSS and cleaned to ehminate any errors. Of the 118 
respondents, 93 were included in the final sample (79%). Considering the differences 
between the final sample and the rest of the original sample (n=l 10), there were no 
significant differences on any measures except gender; a higher proportion of females 
to males were in the final sample compared to the original.
Table 1: Respondents vs. Non.
Final samnle Not in samnle t P
M orN SD or % M or N SD or %
Age M=17.67 SD=0.60 M=17.67 SD=0.56 T=0.08 P=0.94
Sex Male N=27 %=29 N=49 %=45 X^5.18 P=0.02*
Female N=66 %=71 N=61 %=55
Height M=67.14 SD=3.55 M=67.88 SD=4.12 T=1.37 P=0.17
Weight M=136.4 SD=23.5 M=140.8 SD=27.4 T=1.20 P=0.23
6 6 4 8
BMI M=21.93 SD=2.84 M=22.14 SD=3.27 T=-0.49 P=0.63
Ethnic White N=88 %=95 N=101 %=92 XM1.62 P=0.43
Other N=5 %=5 N=9 %=8
Shop Mum N=82 %=88 N=90 %=82 X ^ l.57 P=0.21
Other N = ll %-12 N-20 %-18
Cook Mum N=73 %=79 N=91 %=83 XM1.58 P=0.45
Other N=20 %=21 N=19 %=17
i) *p0.05**p<0.0]
The subsequent analysis is portrayed in tables and described below.
1) Demographics
Adolescents had a mean age of 18.5 years; the majority were female, white and self 
catered (Table 2). The majority of adolescents were a healthy weight (75.3%) with a 
minority underweight (8.6%), overweight (12.9%) and obese (1.1%) (NHS, 2012).
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n % mean SD range
Age 18.54 0.62 18-20
Sex
Female 66 71
Mde 27 29
Height 67.17 3.86 60-77
Weight 138.65 24.510 94-201
BMI 22.27 3.03 15.69-35.16
Ethnicitv
White 88 94.6
Mixed 5 5.4
Living
University 87 94
Boyfriend 2 2
Travelling 3 3
With friend 1 1
Region
East-of-England 4 4.3
South-East 24 25.8
South-West 20 21.5
Yorkshire & Humber 8 8.6
Midlands 17 18.3
London 3 3.2
North 8 8.6
Wales 5 5.4
Abroad 4 4.3
Accommodation 58 62.4
Halls(self-catered) 24 25.8
HaUs(catered) 4 4.3
Friends 2 2.2
Student-housing 3 3.2
Travelling 2 2.2
Boyfriend
Who cook
Self 70 75.3
Paid-staff 22 23.7
Varies 1 1.1
Weeklv food-budget 38.34 29.01 2-80
2) Adolescent diet/eating behaviours
The majority of adolescents sometimes ate unhealthy snacks and meals and often ate 
healthy foods. The majority of adolescents scored low on emotional and restrained 
eating and scored in the medium range for uncontrolled eating (Table 3&4).
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Table 3: Diet
Variable Never Rarely Sometimes Often Always
Unhealthy
snacks
1(1%) 26(28%) 53(57%) 10(11%) 3(3%)
Unhealthy
meals
4(4%) 37(40%) 47(51%) 5(5%) 0(0%)
Healthy
foods
0(0%) 10(11%) . 34(37%) 42(45%) 7(7%)
Table 4: Diet/eating behaviour
Variable Definitely True Mostly True Mostly False Definitely False
Emotional 5(5%) 21(23%) 50(54%) 17(18%)
Uncontrolled 4(4%) 34(37%) 45(48%) 10(11%)
Restrained 3(3%) 21(23%) 39(42%) 30(32%)
3) Change between baseline andfollow-up
Between baseline and follow-up, results suggest there was a significant decline in 
consumptions of unhealthy snacks and a decline in healthy foods (Tahle 5).
Table 5: Change
Time 1 Time 2
M SD M SD t P
Unhealthy Snacks 3.11 0.65 2.76 0.70 5.77 0.001**
Unhealthy Meals 2.47 0.58 2.40 0.57 0.86 0.40
Healthy Foods 3.77 0.64 3.46 0.70 4.34 0.001**
Emotional eating 2.76 0.73 2.87 0.74 -1.74 0.09
Uncontrolled eating 2.71 0.58 2.67 0.64 6.68 0.50
Restrained eating 3.09 0.68 3.04 0.74 0.84 0.40
i) *p 0.05,**p<0.01
4) Predicting diet at follow-up
Multiple-regression analyses were conducted to assess the relationship between 
adolescent diet at follow-up and a) adolescent demographics at baseline, b) adolescent 
demographics at follow-up, c) parental perception of control at baseline, d) adolescent
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perception of control at baseline and e) parental diet and eating behaviour at baseline 
(Table 6). (Due to limited word count, only significant models have been included 
below).
Table 6: Diet at follow-up and parental diet (baseline)
Adolescent diet, follow-up
Parent diet, 
baseline
Variable Unhealthy Snacks Healthy Foods
Û P fi P
Unhealthy snacks 0.42** 0.01 0.27** 0.01
Unhealthy Meals -0.11 0.22 -0.21* 0.04
Healthy foods -0.15 0.12 0.13 0.19
R»adj/F/P RM).17;F=7.11;
p=0.001**
RM).11;F=4.71;
p=0.01**
i) *p 0.05,**p<0.01
a) Unhealthy Snacks
When ‘unhealthy snacks’ was the dependent variable (DV), the parental diet at 
baseline model (explaining 17% of variance) was significant. Specifically, adolescents 
ate more unhealthy snacks at follow-up if their parents ate more unhealthy snacks at 
haseline.
b) Unhealthy Meals
When ‘unhealthy meals’ were the DV, no significance was found m any of the 
regression models.
c) Healthy foods
When ‘healthy foods’ was the DV, the parental diet at haseline model was significant 
(explaining 11% of variance). Specifically, adolescents ate more healthy foods at 
follow-up if their parents ate more unhealthy snacks and less unhealthy meals as 
baseline.
5) Predicting eating behaviour at follow-up
Multiple-regression analyses were conducted to assess the relationship between 
adolescent eating behaviour at follow-up and a) adolescent demographics at baseline 
(Table 7), b) adolescent demographics at follow-up (Table 8), c) parental perception 
of control at baseline, d) adolescent perception of control at baseline and e) parental
199
Research Dossier
diet and eating behaviour at baseline (Table 9). (Due to limited word count, only 
significant models have been included below).
Table 7: Eating behaviour at follow-up and adolescent demographics (baseline)
Adolescent eating behaviour, follow-up
Adolescent
demographics,
baseline
Variable Restrained eating Emotional eating
fi P fi P
Gender -0.43** 0.001 -0.47** 0.001
Ethnicity 0.09 0.34 -0.03 0.79
BMI -0.15 0.15 -0.08 0.43
Who shop -0.08 0.45 -0.08 0.48
Who cook -0.09 0.40 0.15 0.16
R*adj/F/P RM).17;F=4.82;
p=0.001**
RM).17;F=4.83;
p=0.001**
i) *p0.05**p<0.01
Table 8: Eating behaviour at follow-up and adolescent demographics (follow-up)
Adolescent eating behaviour, follow-up
Adolescent
demographics,
follow-up
Variable Restrained eating
fi P
BMI -0.08 0.45
Who cook -0.07 0.54
Food budget 0.28** 0.01
R'adj/F/P RM).07;F=3.46;p=0.02*
i) *p0.05**p<0.0J
Table 9: Eating behaviour at follow-up and parental eating behaviour (baseline)
Adolescent eating behaviour, follow-up
Parents eating 
behaviour, 
baseline
Variable Emotional eating
fi P
Restrained eating -0.04 0.73
Uncontrolled eating -0.02 0.88
Emotional eating 0.33** 0.01
R'adj/F/P RM).07;F=3.27;p=0.03*
i) *p 0.05,**p<0.01
a) Restrained eating
When ‘restrained eating’ was the DV, the adolescent demographics at baseline model 
(explaining 17% of variance) and adolescent demographics at follow-up model 
(explaining 7% of variance) were significant. Specifically, adolescents were more
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likely to restrain their eating at follow-up if they were female and they had a smaller 
food budget.
b) Uncontrolled Eating
When ‘uncontrolled eating’ was the DV, no significant predictive models were found 
in any of the regression models.
c) Emotional eating
When ‘emotional eating’ was the DV, the adolescent demographics at baseline model 
(explaining 17% of variance) and parental eating behaviour at baseline model 
(explaining 7% of variance) were significant. Specifically, adolescents were more 
likely to eat emotionally at follow-up if they were female and if their parents showed 
more emotional eating at baseline.
6) Content analysis
Data fi*om the answer to the open-ended question ‘has your diet and eating behaviour 
changed since you left home? If so, in what way?’ was analysed using content 
analysis; inferred categories were grounded in the data. To maintain stability 
rehability, the text was repeatedly analysed by the researcher to check for consistency. 
For reproducibility, the full text/coding is included (Appendix D) so the reader can 
evaluate the soundness of the analysis for themselves (Weber, 1990) and the 
researcher render’s her assumptions and logic employed examinable (Krippendorff, 
2004).
Participants talked about change in diet/eating behaviour in terms of two over-arching 
categories: what changes were made and why changes were made. The categories, 
with examples, are outlined below.
What changes were made: 16% reported no change and the rest were subdivided into 
‘change’ categories such as eating more/less finit and vegetables, eating more/less 
overall, more/less breakfast and more/less snacks (See appendix E for full list). Within 
‘why changes were made’ were three themes: structural reasons for change, social 
fi-amework as reason for change and personal reasons for change. These will now be 
described.
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Structural reasons: 7% mentioned time difficulties: T also don’t have a lot of time in 
which to cook and eat in between working, classes, etc’; 16% mentioned the impact of 
accommodation: ‘Now I live in catered halls my eating habits are more regulated’;
19% mentioned the impact of money: ‘It has changed because I can’t afford the same 
things that I would eat at home’
Social framework: 2% mentioned the impact of others: ‘more influenced by other 
people’.
Personal factors: participants reported personal reasons for change including health 
concern (5%): ‘I am going to reserve them (crisps) for parties etc. now because they’re 
actually quite high in salt.’; having more control/freedom over their diet (7%): ‘I have 
more control over my diet now’; skill (2%): ‘not being able to cook from scratch 
myself; weight concern (5%): ‘I try to control what I eat and how much I eat because 
I don’t want to gain weight’; impact of emotions (1%): ‘I find that if I feel homesick 
then I do not eat.’; wanting to eat sensibly (4%):‘try to make sure that I am eating 
healthily and have a balanced diet.’; avoiding unhealthy foods (2%): ‘avoiding 
unhealthy foods as best I can’; making effort (6%):‘im not eating as much as i do at 
home because im too lazy’; and dislike of gone-off food (1%) ‘I struggle with food 
that goes off  ^so often do not buy vegetables’; and 3% mentioned the impact of sport: 
‘using more energy than when I was at home....in spare time go snow boarding’.
Discussion
The present study aimed to explore the influence of parental modelling and control on 
adolescents’ relationship with food after they leave home; findings will now be 
discussed, linked to existing literature, then considered in relation to counselling 
psychology.
Firstly, at follow-up, adolescents sometimes ate unhealthy snacks and unhealthy meals 
and often ate healthy foods and few suffered from emotional/restrained eating but a 
moderate number suffered from uncontrolled eating. Additionally, adolescents showed 
a significant reduction in consumption of unhealthy snacks but also in healthy foods 
from baseline to follow-up. These findings suggest that adolescents’ diet/eating 
behaviour was relatively healthy and changed minimally after leaving home; although
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the changes that were made confirm previous research suggesting there can be a 
decline in healthy eating (Colid Barid et al., 2003; Papadaki, et al., 2007). Yet the 
reduction in unhealthy snack consumption between baseline and follow-up suggests 
not all change during this transition is unhealthy. Finally, the majority of participants 
did not change their level of restrained, emotional or uncontrolled eating perhaps 
suggesting that adolescent disordered eating after leaving home depends on whether 
the adolescent has an existing vulnerability to eating problems at the time of leaving 
(Barker & Galambos, 2006).
Regarding predicting adolescent diet/eating behaviour at follow-up; firstly unhealthy 
meals and uncontrolled eating were not influenced by any predictive factors; thus, 
although parental control appeared to impact upon these adolescent behaviours while 
they still lived at home, these findings suggest that, after leaving home, they are 
predicted by variables not measured in this study. Additionally, restrained eating was 
not predicted hy any parental variables but was more common in females and more 
likely to occur in those with a smaller food budget.
Secondly, there was no significant impact of parental control or restriction of 
autonomy at baseline on any aspect of adolescents’ diet/eating behaviour at follow-up. 
This contradicts previous research suggesting some forms of control can have a 
detrimental long-term influence on eating behaviours (Pfeffer, 2010) and suggests that 
restriction of autonomy and parental control only have an influence on adolescents 
while they live at home (Dickens, 2012). However, there was a significant influence 
of parents diet/eating behaviour at baseline on adolescent diet and eating behaviour at 
follow-up. Specifically, adolescents were more likely to eat unhealthy snacks and 
experience emotional eating after they leave home if parents modelled these 
behaviours, extending previous research showing a link between parent and child 
snack intake and emotional eating (Brown & Ogden, 2004; Snoek, Engels, Janssens & 
Van Strien, 2007). Additionally, if parents ate less unhealthy meals or more unhealthy 
snacks at baseline, adolescents ate more healthy foods at follow-up.
Tentative suggestions can be made about these results. Perhaps because parents are no 
longer physically around they are ‘out of sight, out of mind’ and adolescents forget 
parental control attempts, at least when they first move out. This would fit with
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adolescence as a time of increasing independence (Berk, 2010; Morgan, 2009); 
leaving home might represent a key-stage where decisions around food are truly 
independent from parental control. Furthermore, in recent years there has been a 
societal shift whereby children/adolescents living at home have substantially more 
control over their food choices (Hill, 2002). Therefore, it might be that with this 
dechne in parental control, other factors are now more important in influencing 
adolescent diet/eating behaviour after leaving home.
Correspondingly, adolescents might be more influenced by parents own diet/eating 
behaviour, offering support for the long-term importance of parental modelling (Arcan 
et al., 2007). While previous research has revealed that modelling has a direct 
influence (if parents model a behaviour, children will copy) on children’s diet (Brown 
& Ogden, 2004) and adolescents diet and eating behaviour while they live at home 
(Dickens, 2012), the current study suggests this relationship is less straightforward 
when the adolescent leaves.
Perhaps though, explanations for this relationship can draw on the growing evidence- 
base around mindfulness. Specifically, snacks are usually easily available (Pei-Lin, 
2004), eaten on the go (Striegel-Moore & Franko, 2006) and habitually consumed 
(Neal, Wood, Wu & Kurlander, 2011). Whilst this might be influenced by practical 
constraints (Pei-Lin, 2004), it might also be an example of mindless eating. Similarly, 
emotional eating occurs in reaction to internal mood states triggered in the individual 
(Karlsson et al., 2000) and occurs without thinking (Wansink, 2010). So, after leaving 
home, it might be that adolescents are ‘mindless eaters’ regarding their snack intake 
and emotional eating and such automatic processing is influenced by previous parental 
modelling. Thus, if parents model such unhealthy behaviours, they may unwittingly 
contribute to their adolescent child doing the same.
In comparison, adolescents might monitor and process their healthy food 
consumption, a form of mindful eating (Ogden et al., 2013), because they are now 
cooking for themselves and are responsible for their meal choice and food in the house 
(Colid Barié et al., 2003; Piggford et al, 2008). Therefore, they are more likely to 
make their own decisions about healthy foods/meals rather than blindly follow what 
their parents did. Importantly though, it appears parents can influence whether their
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children eat healthily after they leave home by avoiding unhealthy meals themselves; 
perhaps through parents eating fewer unhealthy meals, the adolescent might be 
naturally more inclined towards eating healthily after they leave. Interestingly, 
adolescents were also more likely to eat healthily if parents ate more unhealthy snacks 
suggesting adolescents are more likely to eat healthily in opposition to this parental 
behaviour.
Finally, the content analysis added to the existing quantitative data collected. Because 
of space constraints I will not list participants’ descriptions of their change in diet. 
However, the categories, grounded in the participants’ experience, corroborate that 
adolescents’ diet is complex and revealed factors that influence adolescent food 
choice. Firstly, fi'eedom fi’om parents was mentioned, linking with the earlier 
suggestion that leaving home might be the first time adolescents let go of parental 
control attempts, instead making their own decisions relating to diet and eating 
behaviour.
Secondly, health and weight concern were factors that influenced adolescent diet, 
often leading to healthier choices, and some participants reported a desire to eat 
sensibly and avoid unhealthy foods. This could reflect the intergenerational- 
transmission of values and attitudes around ideal weight and health consideration; 
adolescents might have internalised parental standards and, when leaving home, used 
these to make choices around diet/eating behaviour. Furthermore, this might indicate 
why there were no significant parental predictors of restrained and uncontrolled eating 
and unhealthy meals in the statistical analysis; perhaps parental attitudes around 
health/weight are more likely to influence these diet/eating behaviours after the 
adolescent leaves home, but parental attitudes were not measured in this study.
Of course, more in-depth research would be needed to understand this relationship, 
particularly as other factors were found to influence consumption of foods such as 
sport participation and struggling with foods that go off. However, a synthesis of the 
current findings allow provisional conclusions to be drawn that parental modelling 
(behaviour and attitudes) is more predictive of adolescent diet/eating behaviour than 
control.
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Furthering this, skill-level was also acknowledged; participants often cooked a smaller 
variety of foods due to lacking ability and some reported cooking less because they 
were too lazy. Tentative links could be made here between parental control and 
adolescent diet; as parents are generally in control of the shopping and cooking at 
home, the adolescent might never have the chance to prepare and cook their own food 
(Bull, 1988). Additionally, they might become ‘lazy’ because they have leamt that 
their parents will do all the cooking. Thus, while adolescents might be less influenced 
by parental control when they leave home, it might have an indirect influence in that it 
reduces adolescents’ skill level and enthusiasm for cooking.
Other influential factors that participants acknowledged were their living 
arrangements (Piggford et al., 2008), amount of money and time they have, and peers, 
suggesting food-context, resources and social fiumework are important (Furst et al., 
1996); factors which undoubtedly change between living at home and leaving where 
the adolescent begins to make their own choices. Finally, one participant reported 
homesickness would influence how much she ate, corroborating previous research 
suggesting the transition to university may affect some adolescents adversely (Paul & 
Brier, 2001).
Clearly, adolescents’ reasons for change were diverse. However, due to representing 
only small percentages of participants, each category reflects important features 
specific to individuals, not necessarily the sample as a whole. With this in mind, the 
current findings can be used to inform understanding and help practitioners think 
about the client’s difficulties, but also highlight the necessity of understanding the 
individual’s subjective experience.
Im plicatiuns fo r counselling psychology
Despite low levels of disordered eating and generally healthy diets in this sample, 
these findings can contribute to knowledge of lifespan development which is central to 
our practice (Milton, 2010). Specifically, they suggest social learning is central not 
only to children’s eating behaviour, but also adolescents, and parental modelling 
affects adolescent behaviour even after leaving home. This understanding can inform
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effective interventions; psycho-education can be provided to parents around the 
impact of modelling, particularly the detrimental long-term impact their unhealthy 
snacking and emotional eating could have. Additionally, some adolescents struggled 
with their skill-levels when transitioning out of home so it might be helpful to educate 
parents and adolescents on the importance of adolescents learning to prepare and cook 
food before they leave home. Thus, a proactive stance can be taken through helping 
prevent the inter-generational transmission of such difficulties, particularly emotional 
eating.
However, psycho-education is not necessarily central to our practice and, thus, it 
might be important we work closely with other professionals, such as health 
psychologists, who can also provide this (Weardon, 2010). The role of counselling 
psychologists can then continue to be to explore and facilitate clients’ understanding 
of their difficulties. Furthermore, the current research suggests leaving home may be 
the first time adolescents are truly autonomous and fi-ee of parental control. Therefore, 
with this client group, practitioners should be careful not to take an overly-active role 
as adolescents at this stage might be sensitive to their autonomy being restricted.
Thus, counselling psychologists, with their collaborative stance, may be particularly 
apposite to working with this age-group, despite historically being viewed as less 
suited to working with children and adolescents (Sinitsky, 2010). We can adopt an 
ethically sound, non-directive stance, being mindful not to present as ‘experts’. 
Additionally, through adopting a holistic approach, taking account of the knowledge 
gleaned jfrom this study including existing vulnerabilities and societal, practical and 
personal factors, we can understand the client in context and facilitate them making 
healthier, autonomous decisions about their relationship with food.
The current discussion also indicates the relevance of mindless eating in a non-clinical 
population. Mindless eating has been linked with overeating and obesity (Ogden, 
2010), eating disorders (Hepworth, 2011), restriction (Anderson, 2007) and covering 
up of underlying emotions (Albers, 2008), all potential reasons an adolescent might 
present in mental health services. Therefore, through mindfulness, we can help the 
adolescent increase their awareness when snacking, or eating in response to their 
emotions, and develop a more balanced relationship with food. Furthermore, a
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mindfulness approach can be beneficial when combined with psycho-education and 
other active-focused CBT techniques (Albers, 2008). In the long-run, we can help 
adolescents reconnect with their bodies, become more aware of their triggers for 
emotional eating and snacking and change these behaviours so they cause them less 
distress.
Finally, while the current research relates specifically to adolescents, adults and 
adolescents alike often disclose they have a difficult relationship with food. Therefore, 
adopting a pluralistic approach, counselling psychologists can offer all clients 
experiencing food-related distress choice. They can focus on the here-and-now 
difficulties, perh^s using mindfulness to shift the behaviour that is troubling them. 
And/or they can explore their relationship to their parents diet/eating behaviour and 
begin to understand some of the origins of their difficult relationship with food, 
hopeftdly integrating this into their self-knowledge and facilitating change. Thus, we 
can help chents re-conceptualize their relationship with food through understanding 
and acknowledging the impact of parental modelling (amongst other factors) and 
facilitate them exploring an alternative relationship with food in future.
Overall, this research suggests a key role for counselling psychologists in working 
with younger clients as weU as adults and it is my hope that it can contribute to ‘the 
emerging professional identity of counselling psychology as a discipline’ (Riha, 2010, 
p.51).
Limitations, strengths and suggestions for future research
There are several problems with this study that need to be addressed. Firstly, the 
majority of participants were white, there were proportionately more females in the 
final sample than the original and most participants had moved out of home to go to 
university. Considering this, a replication of the study with a more diverse sample, 
including those who had moved out of home other than to university, might be 
necessary.
Secondly, as noted at baseline, while the measures used in the current study have been 
adapted from previous research and the majority have adequate rehability scores, the 
rehability scores for some of the variables were particularly low. Thus, the correlation
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between these scales and the variable they measure may suffer from attenuation 
effects consequently limiting their validity and suggesting they may not accurately 
model the “real” relationship in the population. Therefore, the current results, 
particularly those relating to unhealthy meals, do need to be treated with caution. In 
future, it wuuld be useful to conduct research designed to improve the rehability and 
vahdity of these scales used on an adolescent population; through this, the scales can 
be corrected for rehabihty and then further research could obtain a more accurate 
picture of the “true” relationship in the population.
Thirdly, the measures only focused on six areas of adolescents’ diet/eating behaviour; 
thus, it did not provide a comprehensive account of all aspects of an adolescent’s 
relationship with food. However, the questionnaire was designed to be succinct so 
adolescents were more likely to complete it and to assess key areas of an adolescent’s 
diet/eating behaviour which are influenced by the rising culture of snack- and fast- 
foods and disordered eating. Lastly, while a content analysis was conducted in this 
study, it was only a minor aspect of the overall data and is still classed as quantitative 
analysis (Weber, 1990); therefore, the individuals experience was not explored as 
much as it could have been.
Thus, the current research can be criticised for not attempting to understand the 
participants’ values or what their relationship with food means to them. Additionally, 
while the content analysis captured other factors that influenced adolescents’ 
relationship with food, the overall design is limited because consideration of the 
participants’ relationship with food in light of cultural, social and other influential 
factors is restricted due to the purely quantitative design. Therefore, in future, 
qualitative studies focusing on an individual’s phenomenological experience of, and 
reaction to, their parents’ modelled behaviour might be useful to further these results 
and explore the nuances of adolescent eating behaviour that quantitative methods 
cannot capture.
Despite this, the quantitative methodology allowed for a large, geographically-diverse 
sample to be collected. Furthermore, this research is longitudinal, so the fmdings 
consider causation not just correlation, extending previous cross-sectional research. 
Lastly, diis research adheres to the non medical-model view of counselling
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psychology as it is not assumed only those with a diagnosis have difficulties with 
food. Therefore, while the limitations of the study are acknowledged, it is believed 
that the research can still provide insight into parents’ role in adolescents’ diet/eating 
behaviour without being restricted to clinical diagnosis.
Finally, in addition to the suggestion above, in future, research relating to the 
influence of psychological control and parental attitudes on adolescents’ relationship 
with food may prove interesting and provide additional suggestions for theory and 
practice. Furthermore, I would like to extend this research to incorporate other aspects 
of parental styles including parental power and support (Rollins & Thomas, 1979), in 
line with my original literature review.
Conclusion
This study used a quantitative longitudinal design and a content analysis of free text to 
investigate the changes in diet/eating behaviour and reasons for these changes in 
adolescents after they leave home. Although these methods generated different 
results there are some common themes that cut across them. Overall adolescents ate 
quite healthily and were concerned with eating sensibly. Regarding prediction of 
adolescent diet/eating behaviour, parents own behaviour is more influential than 
control; it appears freedom from parents meant adolescents were more likely to make 
their own choice regarding diet/eating behaviour but these decisions were influenced 
by parents own diet/eating behaviour. Perhaps then, while adolescents are seemingly 
independent and no longer directly affected by parental control attempts after leaving 
home, parents still guide the adolescent in their developing relationship with food; 
they might be out of sight and out of mind but parents are never completely gone.
Overall, this paper is not meant to suggest there is any one right way of researching or 
working with adolescents. Furthermore, the effect sizes in the current study were 
relatively small and, thus, the fmdings should be observed in the light of other factors 
that influence an adolescent’s relationship with food. However, the results can 
contribute to our knowledge of lifespan development and promote the use of 
therapeutic techniques such as mindfulness when working with adolescents who 
present with food-related issues. Additionally, this research is not intended to locate 
responsibility with parents for adolescent’s difficulties with food but help adolescents
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and parents understand the difficulties they face. It is my hope that this research can 
contribute to our professional identity as counselling psychologists and inform our 
practice so that we can help those who experience distress in response to their 
diet/eating behaviour move into a healthier relationship with food.
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Personal reflections
Although I struggled with my eating behaviours before I left home, when I went to 
university my eating behaviours (e.g. over-eating when sad or stressed) worsened and 
while never diagnosed with an eating disorder, my relationship with food caused me 
distress. Through working with clients I have also seen how problematic eating 
behaviours affect many others. Thus, this influenced my choice to extend previous 
research on parental influence over diet into the area of emotional, restrained and 
uncontrolled eating. I believe this fits with my values as a counselling psychologist; 
there are many who do not have a formal diagnosis but do suffer from a difficult 
relationship with food and I want to understand about all difficulties on this 
continuum.
I also want to acknowledge my developing stance as a scientist-practitioner. During 
my first year I did not understand the importance of considering one’s epistemological 
position and, thus, my literature review paid little attention to this. Then, at the time of 
developing and implementing my research, quantitative methods seemed the best fit.
However, since then, my understanding of epistemology has grown and I have 
developed as a practitioner. Thus, I have had to leam to hold the tension between the 
assumptions of positivist research and my approach as a practitioner whereby I value 
the phenomenological experience of the client. Additionally, a positivist stance 
suggests research should be detached and objective and neglects to take into account 
the influence of the researcher; however, as I am part of society, my research will 
inevitably be influenced by my own values and motives, thus I have used this personal 
section to reflect on my influence over the research process.
However, today, the epistemological basis of my research still causes me anxiety 
because I often feel I have done something ‘wrong’. While counselling psychologists 
often espouse the importance of a plurahstic approach, qualitative methods, with their 
interpretative epistemology, still appear to be more esteemed in comparison to 
quantitative. Thus, this attitude has made me question the value of my research.
However, I often do this to myself; I can be overly self-critical and judge my worth 
based on what I believe others expect of me. Therefore, I have tried to let go of this 
overly-critical stance.
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Concordantly, I acknowledge that I have enjoyed many aspects of my research and it 
has afforded me the opportunity to conduct longitudinal research which, due to 
practical constraints, might not have been possible at this time using qualitative 
methods. Finally, there might be pragmatic benefits; while I aimed to move away 
fi^ om the m edical-m odel’s focus on ‘diagnosis’, I also appreciate that w ithin the NHS, 
where the medical-model is dominant and positivist discourse is prevalent, 
quantitative research is more likely to be valued and affect policy and interventions 
that are offered to clients. Thus, I see the benefit as well as the limitations of my 
research and I hope, in future, I can employ qualitative methods to further my work 
and capture more of the individual’s ‘voice’. Overall, I do not believe there is any one 
‘right’ method hut that we can gain understanding and insight fi’om using different 
methods Mid conducting research fi’om multiple epistemological positions, as long as 
we continually maintain our reflective stance as researchers.
Following fi’om this, regarding the content analysis which I conducted to broaden my 
experience of using different methods, I was careful to consider my assumptions when 
thinking about participant responses. Through conducting a qualitative piece in my 
first year, attending meetings in third year relating to different methods and reading up 
on content analysis, I understand the importance of remaining as reflective and 
transparent as possible about my personal influence on the analysis and grounding my 
interpretations in the data.
This was essential regarding my beliefs about control; I thought that parental control 
would have a long-term impact on an adolescent’s relationship with food but the 
quantitative analysis did not suggest this. However, a few people mentioned fi’eedom 
fi’om parents in the content analysis and I ‘jumped’ on this; I began to over-interpret 
responses and link more and more to this category. However, realising this, I 
continued to repeatedly analyse the results, being mindful of my assumptions, until I 
no longer found any new categories and reached a point where I felt the ‘fi’eedom’ 
category encapsulated only those participants who had mentioned this.
Nevertheless, I acknowledge that my personal interests, beliefs and assumptions will 
still have colored my research. For example, my clinical suggestions might have 
favoured mindfulness due to my personal therapeutic stance and my current interest in
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compassion-focused therapy which incorporates mindfulness techniques into its 
approach. Additionally, at university I went for therapy due to the distress my eating 
behaviours caused me but found CBT did not help me. I have no doubt CBT is useful 
for many people but I believe a mindful, compassion-based approach would have 
enhanced my experience of therapy and perhaps have been more successful. Today, 
this way of responding to myself is very helpful and possibly would have seemed a 
gentler, more acceptable approach to me in those early years. Therefore, I recognize 
that my personal experiences of distress associated with food, my therapeutic stance 
and my clinical experience will have influenced my current research from the very 
beginning when choosing the topic to the conclusion at the end.
On a final note, although my confidence in my ability to conduct and write-up 
research could still be improved, I think my research experience has prepared me well 
for when I finish this course and I now conceptualise research as a valuable guiding 
tool in my clinical work. When I started I was extremely naive, unaware of the 
multitude of possibilities out there and, thus, could only follow what I knew at the 
time. Now that I understand more about myself and my clients and more about the 
world around me, there are many potential areas of research that excite me and 
possible methodologies that this course and my personal experience have prepared me 
for.
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Appendix B -  information page and consent form 
Your diet and eating behaviour
Dear Participant,
Last year you participated in my study relating to the role of parental control on your 
relationship with food whilst you still lived at home. I am now writing to you to invite 
you to take part in the follow-up aspect of my study to explore the impact of parental 
control on adolescents' diet and eating behaviours after they have left home. Your 
decision to take part in this study is voluntary and you do not have to do so.
What will happen to me if I do take part?
If you are happy to take part, please complete the attached questionnaire which should 
take you no longer than 10 minutes. In the e-mail, you were provided with a unique 
identifying code, please enter this in the questionnaire. If you complete this 
questionnaire within two weeks of the e-mail being sent out, you will be entered into a 
prize draw for a £20 voucher.
The questionnaires will then be used as part of my research. All submitted data will be 
downloaded to a secure database for a minimum of 10 years, in accordance with the 
Data Protection Act.
How will you keep my data confidential?
I will be the sole person analysing the questionnaires. An identification number will 
be used to match your baseline questionnaire with your follow-up questionnaire. At 
baseline you provided me with your e-mail address so that I could contact you this 
year for the follow-up. Your e-mail address has not been used for any other reason, 
and after the follow-up study has been completed, it will be deleted from all pg^er, 
electronic, and back-up files.
You are free to decline or withdraw from the research at any time without having to 
give a reason.
If you have any more questions about the research study, please contact Emma 
Dickens at
e.dickens@surrey.ac.uk or Jane Ogden at i .ogden@surrev.ac.uk.
Many thanks, 
Emma Dickens
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Consent
I voluntarily agree to take part in the study. I have read and understood the 
Information Sheet and I have been given a full explanation of the nature, purpose, and 
-likely durationof^thestudyrand-ojFwhatT-will-beexpected-to-do-It-has-been-explained-
that it is highly unlikely I will experience any iU-effects on my health and well being 
as a result of my participation in the study. I have been given the researchers' details 
and have had the opportunity to contact them and to ask questions on all aspects of the 
study and have understood the advice and information given as a result.
I agree to comply with any instruction given to me during the study and to co-operate 
fully with the investigators.
I understand that all personal data relating to volunteers is held and processed in the 
strictest confidence, and in accordance with the Data Protection Act 1998.1 agree that 
I will not seek to restrict the use of the results of the study on the understanding that 
my anonymity is preserved.
I understand that I am fi*ee to withdraw from the study at any time without needing to 
justify my decision and without prejudice.
I confirm that I have read and understood the above and freely consent to participating 
in this study. I have been given adequate time to consider my participation and agree 
to comply with the instructions and restrictions of the study.
If you do not wish to proceed you can close the browser window at any time.
Do you give your consent, and therefore wish to continue?
Yes □
No □
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Appendix C -  Follow-up questionnaire
Please note: This questionnaire was delivered to participants via an online link sent 
by e-mail, but in order to show it as an appendix, it has been copied into a word 
document.
Eating behaviour questionnaire
Please read the information sheet before completing this questionnaire. Please answer 
all questions honestly; I am only interested in your views so there are no right or 
wrong answers. This questionnaire is voluntary and all information supplied will 
remain confidential. You can opt out of the study at any time.
Please enter in your unique identification number that you were provided with in the 
e-mail:
Part 1. About you
1. What is your age?
2. What is your height? (Please guess i f  unsure) 
Centimetres OR
Feet and Inches
3. How much do you weigh? (Please guess i f  unsure) 
Kilograms OR
Stones Pounds
Part 2. Living situation
1. Do you live away fi*om home? (away fi’om parents)
Yes □
No □
b. Have you moved out of home for:
University Q
Other (please specify):_____________________________
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2. What town do you currently live in?
3. What kind of accommodation do you live in? 
University Halls (self-catered) Q  
University Halls (catered) [~l
With friend(s) Q
Currently travelling Q
Still with parents FI
Other (please specify):__________________
4. How do you afford your weekly food shop? (tick all that apply) 
Loan r~l
Parents help l~~l
With money from job I I
Other (please Specify):______________________________
5. What percentage of your weekly budget do you spend on food? (please guess 
if unsure):
%
6. Who does (most of) your cooking? 
Yourself n  
Parent/s Q  
Paid staff Q  
Friends Q
Other (please specify):_______________
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Part 3: Your diet. Please think about your usual diet over the last month.
How often did you...
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Part 4: Your attitudes towards food. Please think about your normal 
behaviour/attitude towards food over the last month.
Part 5: Qualitative. Has your diet and eating behaviour changed since you left home? 
If so, in what way?
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In future, I may wish to follow up the people who have participated in this study for 
further research. Please let me know if you are happy for me to keep your details (e- 
mail address and name) in order to be able to contact you should I conduct further 
research.
N o D
Y esQ
If you have ticked "No', your details will not be used for any other purposes.
If you have ticked T es’ I will use the identification code you entered at the beginning 
of this questionnaire only to remind myself of your name and e-mail address. I will 
not use your personal details when analysing the questionnaire data and so your 
answers will always remain confidential.
Thank you for taking the time to complete the questionnaire, your contribution is 
greatly appreciated.
If you have completed this questionnaire in the two week time frame, you will 
automatically be entered into the prize draw -  you will be contacted via email if you 
are the winner.
What will happen to the results of this study?
This research forms part of my Professional Doctorate in Psychotherapeutic and 
Counselling Psychology. The results from this study will be submitted to the 
University of Surrey as a research report and may also be pubhshed in ajournai. Your 
identity will always remain confidential and will not be used in any publication. 
Should you wish to request a copy of the report once it is complete, please contact 
Emma Dickens on the email address provided below.
Who do I speak to if 1 wish to withdraw from the study or if I would like some 
more information?
If you have any more questions about the research study or about how to withdraw, 
please contact
Emma Dickens at e.dickens@surrey.ac.uk or Jane Ogden atj.ogden@surrey.ac.uk.
Thank you again for taking part in this research.
You can now close the survey.
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Appendix D -  Full text and coding
Code Quote
lA 1) Not really. I eat similar things to before
IB 2) It hasn't ehanged much. I don't snack as much as I did when at 
home.
ID /IP 3) More take outs - less exereise
4P 4) I am a lot more sensible about my eating habits, and try to get a 
balance o f foods, as well as ensuring 1 eat enough.
4C/1Y
2A
5) Yes, 1 eat a far smaller variety o f food as 1 cook it all m yself and 
have a smaller range o f things 1 can cook. I also don't have a lot o f 
time in which to cook and eat in between working, classes, etc, so 
tend to eat very basie foods.
2C/2A
4D/4A
6) I am more cautious about what i can afford to eat so often make 
bulk meals and freeze them, though they are always home cooked, 
this way i can save money as well as time. 1 am more con si ou s o f 
my weight though i blame this on my ealier judo baekground were 
i had weigh ins at every training session in a week, and as i am 
less aetive now, i worry more about what i am eating and wether it 
is healthy and if  it isnt wether my portion is too big
IS/IF 7) 1 definitely eat less red meat and eat a more varied repertoire o f 
vegetables.
lA /lQ 8) Not really changed. I have always eaten healthy and still do. I do 
drink aleohol a lot more.
ID 9) i eat more proeessed and pre made food.
ID /IL 10) i find m yself eating a lot more take away food rather than home 
cooking. 1 have also found m yself eating less and less, and 
sometimes forgetting meals altogether.
IG /IU 11) Yes - eat less fruit and vegetables Do not eat at regular intervals 
throughout the day
28 12) It has changed beeause 1 am now doing a season where 1 cook 
guests meals every evening, so as a member o f  staff we are 
entitled to the main course o f the dinner however if  there is not 
enough we tend to not eat on that evening. Food is a lot fresher as 
it is eooked on that evening
IB /IV
II/IF
IR /IQ
13) I eat less snacks than I did at home, but 1 have bigger portions at 
dinner. 1 rarely eat breakfast anymore. 1 always have at least 
one/two portions o f veg with eaeh meal now unlike at home where 
1 would often have one.
Unlike at home where 1 had hardly any 
aleohol, here at uni I eonsume a lot more.
1F/4G 14) Eat more fruit as snacks. Avoid buying crips/chocolate.
2 8 / IF/ 15) There are less freshly cooked vegetables, so eat more fruit and 
but often eat less at the weekends as eatered is only 
monday - friday, so use money left over on meal eard during the 
week to get food for the weekend and store this.
2C 16) It has changed beeause I ean't afford the same things that I would 
eat at home
IG /IM 17) I eat less fruit and eat slightly more than before
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2C/1E 18) Yes. Now I just eat the same 7 meals every week, to save money 
and make sure my weekly shop eomes to the same amount each 
week. Usually it has vegetables with every less food meal but is 
probably less healthy than when i lived at home.
IG /IK
IT
19) Yes. I eat a smaller variety o f vegitables on a daily basis (mainly 
bsaies like peas/earrots) and eat less meals cooked from scratch. 1 
also eat a eonsiderably larger amount o f pasta based meals!
2C/1E
IT
20) eheaper food, less food, more protein based foods
2B 21) Yes beeause i eat less hot meals than i used to (especially for 
lunch) but am provided with a breakfast and dinner in eatered 
accommodation.
2B/1F 
IG / IH 
IQ /IO
22) Pre-paid food from a catered university so don't want to waste 
food. May stock up on extra food if not hungry at the time or have 
extra points (form o f buying food). Normally this is fruit, yogurts 
or flapjaek. Noticed that 1 eat more fruit at university but less 
vegetables compared to home. Drink aleohol more often at 
university. Bruneh at weekends encourages me to get a 'Full 
English Breakfast' which normally I would not get but tend to as 1 
have already paid for it. As do not drink tea or coffee, I very 
rarely buy milk but would drink it if  at home.
IG 23) Eating a lot less 
vegetables.
1F/4G 24) 1 have definitely been more regular with eating vegetables with 
each meal and outside o f catered sessions, i manage my diet well, 
avoiding unhealthy foods as best I ean.
IB /IA 25) Sinee moving out I have tried to eontinue my diet whieh I had at 
home. 1 snack less (as there is less food available at any time) but 
my main meals are very similar.
ID /IH
IF/IG
26) Yes - at university 1 eat more mierowaveable meals and more 
pasta, also more biscuits/pizza/chocolate ete. However I also eat 
more breakfast at university whereas I never do at home, 1 also eat 
more fruit and nuts at university but less vegetables than at home.
4 J/1 T
IM
27) Yes , Because i'm at dance school 1 eat more carbs and protein, 
and the amount o f food I eat has inereased.
IJ/IA
1X/4B
2C
28) I would say I prepare more meals from seratch m yself now that I 
cook for myself. My portions have ehanged little from when I am 
at home. 1 have also tried and enjoyed a much wider variety o f 
foods, again due to the increased freedom o f cooking for myself. 
But 1 also buy the eheapest available ingredients whereas at home, 
there are more expensive foods.
IB / 4F 
IQ /ID  
IJ
29) Not dramatically but 1 believe it has. I do not snaek as much and 
try to make sure that I am eating healthily and have a balanced 
diet. Sinee I have been at University I have been drinking more 
alcohol. At the start o f  the year my eating habits were not very 
good and had takeaways and ready made food more frequently but 
now all m \ meals are cooked from scrateh.
2B/ IF 30) Now 1 live in catered halls my eating habits are more regualted. I
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have more o f a routine which always consisted o f three meals. My 
meals always include fruit and veg so my move from home has 
meant I'm more inclined to eat healthier as it has all been prepared 
for me. If 1 was not living in eatered halls there is a ehanee I may 
not have sueh a balanced diet as it would be more time eonsuming 
to prepare a fully healthy meal.
1B/2B 31) yes it has ehanged. I don't snaek so mueh I just stick to main meals 
breakfast lunch and dinner, living in a different country now 1 
have had to get used to eating different foods.
1T/2B
IE
32) I have been eating more carbohydrates, as that is mostly the main 
ehoice in my eatered hall. The ehoices are mueh less healthy.
2C /4B 33) I would say that I eat less ready meals at university because 1 ean 
cook for m yself more cheaply. I also eat an apple and banana 
everyday whereas at home my mum would buy other types o f fruit 
as well like grapes whieh are more expensive. I eat less chocolate 
at university because I am in eontrol o f the food shopping and 1 
know that if I don't buy it then 1 can't eat it.
IG / 2C 34) Yes. I eat less fruit and vegetables, and tend to eat the same type 
o f meals as they're easier to buy in bulk eheaply (e.g. I'll make a 
big portion o f bolognese that'll will last me three portions).
1A/4B 35) not mueh, though I have more freedom in buying food, so it's 
more o f a conscious choice to go out to buy something rather than 
eating it just because it's there which would happen more often 
when living at home, so buying biscuits/ehoeolate/erisps is a 
decision I've made m yself rather than my parents'.
IV 36) yes, bigger portions
2A /4E 37) Yes, 1 find I have less time to eat and therefore do not eat as much. 
I find that if  I feel homesick then I do not eat.
IK /IG 38) yes, 1 eat fewer home cooked meals and less fruit and vegetables.
1L/4F 39) Yes, 1 eat less, but more healthily
IW /IE 40) There is less variation in the food and it tends to be less healthy
IB /IW 41) Eat less snaeks, portions are smaller
2B/1I
ID
42) Yes. I used to have breakfast every morning. Due to the catering 
times being very early at university, it is difficult to get breakfast. 
Therefore 1 no longer have breakfast every morning, and end up 
eating unhealthy (normally mierowavable things) food at lunch as 
it is easiest. I also end up eating a lot earlier here than I used too, 
as I end up getting hungrier earlier due to improper luneh and 
breakfast.
1C 43) I seem to snack more, for example when doing work or in lecture 
breaks I'll eat raisins or crisps, something in a packet.
2B 44) There is a lot more pineapple and mango in it due them being 
every where here. There's been a lot less apples and potatoes due 
to them not being so easy to get and the ones you ean get are 
mostly imported. I'm eating more rice to as it's a staple here. I've 
also started eating yams and plantain beeause they're also staple 
and really tasty.
4B /4H 45) 1 have more eontrol over my diet now. Before moving out 1 had to
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4A eat what my Mum told me to, which wasn't always the best 
options. I do sometimes skip meals purely because I am too tired 
to prepare them, and occasionally I have a take away. I also make 
a conscious effort to select healthier options, for example, sunbites 
or snackajaeks instead o f regular crisps.
IL/ 2C 
2A
46) Yes. 1 tend to eat less due to having to budget m yself and finding 
the time to do a shop/prepare or cook meals meaning I tend to eat 
a lot o f simple meals like pasta and pizza. Chicken is also 
something whieh 1 use to eat a lot but being a University student 
I've realised how expensive it is on my budget.
2 8 / 4H 
lA
47) A little bit. I still cook lots o f meals and will be bothered to cook 
meals however i cant always have what i would o f had at home or 
if i am being lazy ill eat unhealthily but more or less the same
lA 48) No, because I always have cooked for myself.
4C/ IB
1E/4I
2C/1T
49) 1 eat far more readily prepared foods, not being able to cook from 
scrateh myself. I try to maintain the healthy lifestyle I did by 
buying less "snacks" that were often at home when I lived their, 
but this is counteracted by the fact that most o f my meals are not 
fresh and as healthy as they could be. Also I struggle with food 
that goes off, so often do not buy vegetables, knowing that it is a 
waste o f my money as I throw them away. 1 believe my diet is far 
more carbohydrate driven than it ever was at home where 1 had a 
good mix o f protein as well.
lA /lG 50) 1 find m yself eating the same meals often, and with less 
vegetables, but aside from that not much has changed.
1B/2C 51) I think I eat less snaeks at Uni as I don't buy them so tend to eat 
actual main meal type food when eating. Food is less o f a priority 
beeause I'm on a budget now and would prefer to spend my money 
o f other things such as societies and clubs I am part of.
2C/ 2A 
IT
52) less variety o f healthy foods are available beeause hard to buy for 
one person at a reasonable priee.l sometimes end up eating later 
on at night as am out or not planing my day around food. 
Sometimes quick convenience noodle type food or bagels/toast are 
eaten which are more carb's than i used to eat than i would normal 
eat. food that has a lot o f preparation like cutting up veggies for a 
stew or soup or casserole not done because o f tiding and time
IH /IJ 53) Have started eating breakfast more often. Also more likely to have 
a eooked meal whereas I would have had ready meal.
IG /IW  
2C/ 1S
54) Yes. I eat less vegetables with my meals and eat smaller portions. 
Simply because i cant afford large meals or to waste them. 1 eat 
less meat than before as it is expensive.
IL/4H
IB
55) im not eating as much as i do at home beeause im too lazy most o f 
the time to make big meals and deserts i dont snack as often either
IQ
lY / lA 
1F/4A
56) and alcohol, less
variation in food,fmd m yself eating the same foods more fruit to 
try keep healthy
2C/2A
4A/1Y
57) it did, its more difficult to cook healthy food when you are
running on a low budget. Also its more difficult as i have to cook
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the meal by m yself now, which is very time consuming. I do eat a 
lot o f vegetables, as im trying not to cut down on healthy food but 
it is very expensive and if  i were to be at home i would have had 
bigger variety o f food in general and obviously some o f the 
products would be better quality
IK/ 4D 58) not many meals being made from fresh ingradients most meals 
consist o f frozen foods or miss meals out all together buying alot 
more take aways and packaged foods
2B 59) Become less healthy as eatered food is not eooked from seratch 
and isn't very good. But I try pick healthy choices
IG/ IK 
ID
60) 1 have less fruit and veg, and make less food from scratch. I eat 
lots more microwave and instant meals
lE 61) Yes, i don't have a healthy balanced meal eooked for me every 
night.
2A/4H 62) I eat at different times as my sleeping pattern has changed. 1 find 
m yself eating less at main meal times as cooking for m yself is 
boring
lA 63) Not really, 1 find m yself buying the same products my parents buy 
which are mostly healthy.
I D / I K 64) more frozen food more takeaways less home eooked meals
2C/2B
4D/4B
4P
65) I have moved out o f my parent's home due to university. Due to 
having a tight budget it's difficult to buy healthier food because 
they are more expensive. I don't need to spend much on food at the 
moment, as I'm catered. However, when I do need to buy food I 
usually have to buy very cheap food which isn't very nice, in order 
to save money. I try to eontrol what I eat and how much I eat 
beeause I don't want to gain weight. But since my parents are not 
around I sometimes snack more but this hasn't increased very 
much. I think having more freedom and independence at 
university in relation to diet, ean sometimes make me feel like I 
can eat whatever I want whenever 1 want, but I do make an effort 
to eat healthy and exereise.
lA 66) Not really
4J 67) Ti’v to eat the most calories possible to gain weight (muscle mass)
1 F/ 2C 68) When I first moved out, I found that the cost o f vegetables and 
fresh fruit from the shops closest to me persuaded me not to buy 
them and I found m yself getting quite ill beeause o f this. 1 have 
since found that 1 receive most o f my nutrients from frozen 
vegetables, cans o f sweetcorn (Cheap and tasty) and the odd piece 
o f fruit. I have found that I am more coneious o f what I am eating 
beeause 1 am cooking it myself, and over-eating is expensive and 
so I avoid it.
IF IB 
4B/2B 
2C
69) Have more fruit and vegetables and less unhealthy snacks because 
1 am in charge o f my budget and there is a market on campus once 
a week where I ean buy healthy foods for a good price
lA / IB 
2C
70) It hasn't really changed as I tend to cook the same meals that were 
cooked for me at home. In some ways I actually snack less 
because snaeks are expensive and so I tend to have larger main
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meals.
IN 71) Probably don't eat such a balances diet, e.g. less fresh veg but I 
feel I eould be eating a lot worse.
lY / IB 72) I find m yself eating more o f the same thing rather than different 
meals every day. I snaek less.
4J/ 1V 
2B /1Q
73) Yes it has. a.. . am using more energy than when 1 was at home 
(work a 50hour week and in spare time go snow boarding) 1 find 
myself having bigger portions to make sure 1 have the energ \. 
Also as the staff dinners are all buffet I have found I have little 
will power to avoid going up for seconds! 1 also am eating more 
sugary foods to keep up energs levels too. Also being on a 
season, everyone drinks a lot, so my aleohol consumption has 
increased since living away from home.
2B/1Q 74) Diet has become worse. Catered food is sometimes not the 
healthiest. However for luneh 1 often have a jacket potato or a 
salad box. I drink a lot more alcohol away from home
3A/2B 75) Yes- more influenced by other people (little choice being in
eatered halls, or influenced by other people if ordering takeaways/ 
choosing where to go for lunch etc)
IE/ IK 
IM
76) Not as healthy, eat more frozen foods, eat more
lA / ID 77) barely ehanged, eat slightly more fast food but only marginally 
more
l A/ lS 78) Not particularly, eat less meat
2B/1B 79) Moving into a college, where meals are only available within a set 
time period has ehanged the times in the day I eat. Also, there is 
no personal kitchen and having already paid for catering I find it 
hard to justify buying food and so I rarely have snaeks for between 
meals whieh I did regularly at home.
4D/ IP 
IM/ I W 
1D/2C 
4A
80) I have been mainly healthy and managed to get to 9 stone 6 from 
my heaviest 10 stone 3, 1 am about 9 stone 10 now and have been 
exercising less and eating more in these winter months, however I 
definitely have smaller portions than at home because it's eheaper 
and helps to not gain weight. If  there are unhealthy foods around 
it's beeause I've brought them m yself and I have been eating more 
crisps recently because they're cheap and readily available but I 
am going to reserve them for parties etc. now because they're 
actually quite high in salt and I tend to eat them all at once.
ID/ IE 81) yes many more ready meals less nutritional meals
1G/4H 82) Eat less fruit and vegetables, instead take a multivitamin 
supplement daily . Primarily due to it being much easier!
4H 83) I eat less because I am a lazy cook and usually ean't afford 
takeaway beeause I go out too much!
lA 84) No, I probably eat slightly more healthier when I'm at University
1M/2C
IK
85) Yes, I seem to be cooking physically more for dinner and then 
eating all o f it. Have drunk a lot less fizzy drinks due to the price 
o f them, and also are eating less meals from "scrateh", although 1 
still do cook meals from scratch.
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1W/4D 86) eating smaller portions o f food as not to gain weight.
lO 87) Eating less dairy produets
4B/3A 88) My eating habits have gotten better as before i left home my 
parents did not care about when i ate or if i missed breakfast or 
what i was snaking on, now i can eat meals with friends and it has 
given me a better structure and i enjoy food more now.
IL 89) Yes, 1 eat less than i did at home
IN 90) Sinee moving out 1 tend to eat out at restaurants a lot more, and 
also have a much less balanced diet.
lA 91) My diet hasn't change sinee i moved out i'm and cooking similar 
meals that i used to have at home if anything im snacking less as i 
don't by crisps or snacks
10/ 1C 
2C/ IS 
lY
92) Yes, less fruit, more crisps etc as snacks, because they are eheaper. 
Less meat, due to cost, more o f the same sort o f  meals such as 
pasta, soup, stir fry.
lA 93) no
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Categories Example Quote n %
W hat changes w ere  
made
1 A) No ehange/not 
much change
T eat similar things to before’ 17 16%
Change:
IB)Snaek less T snack less’ 13 12%
1C) Snack more T seem to snack more’ 2 2%
ID) More unhealthy 
foods
‘i find m yself eating a lot more take 
away food rather than home cooking’
11 10%
1E) Less healthy 
foods
‘Not as healthy’ 7 7%
1F) More fruit/veg ‘Have more fruit and vegetables’ 11 10%
IG) Less fruit/veg ‘Yes - eat less fruit and vegetables’ 13 12%
1H) More breakfast ‘Have started eating breakfast more 
often’
3 3%
11) Less breakfast ‘I rarely eat breakfast anymore’ 2 2%
IJ) More meals from 
scrateh
‘I would say 1 prepare more meals from 
seratch m yself now that I cook for 
m yself
3 3%
1K) Less meals 
eooked from scrateh 
(AKA more frozen)
‘eat less meals cooked from scratch’ 7 7%
IE) Eating less overall ‘I have also found m yself eating less and 
less, and sometimes forgetting meals 
altogether’
6 6%
IM) Eating more 
overall
‘the amount o f food 1 eat has increased’ 5 5%
IN) Less balance ‘also have a much less balanced diet’ 2 2%
10) Less dairy ‘Eating less dairy products’ 2 2%
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IP) Less exereise ‘less exercise’ 2 2%
1Q) More aleohol ‘my alcohol consumption has increased 
since living away from hom e’
7 7%
‘I drink a lot more coffee and tea 
throughout each day.’
4 4%
1 S) Less meat ‘eat less m eat’ 4 4%
IT) More o f a certain 
food-groups 
(particularly carbs)
‘1 have been eating more carbohydrates’ 6 6%
1U) Eat less regularly ‘Do not eat at regular intervals 
throughout the day’
1 1%
IV) Bigger portions ‘I have bigger portions at dinner’ 3 3%
1W) Smaller portions ‘portions are smaller’ 5 5%
1X) More variety ‘1 have also tried and enjoyed a much 
wider variety o f foods’
1 1%
lY)Less variety ‘There is less variation in the food’ 5 5%
Structural reasons 
for change
2A) Time
2B) Impact o f 
accommodation/where 
one lives
2C) Money
‘I also don't have a lot o f time in which 
to cook and eat in between working, 
classes, etc, so tend to eat very basic 
foods.’
‘Now 1 live in eatered halls my eating 
habits are more regualted’
‘It has changed beeause I ean't afford the 
same things that I would eat at hom e’
7
17
20
7%
16%
19%
Social fram ew ork
3 A) Peers ‘more influenced by other people’ 2 2%
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Personal Factors
4A) Health concern {Talking about crisps)'\ am going to 
reserve them for parties ete. now beeause 
they're actually quite high in salt and I 
tend to eat them all at once.’
5 5%
4B) More 
freedom/eontrol
‘I have more control over my diet now. 
Before moving out I had to eat what my 
Mum told me to ’
7 7%
4C) Skills ‘I eat far more readily prepared foods, 
not being able to cook from scratch 
m yself
2 2%
4D) Weight conscious
‘I try to eontrol what I eat and how mueh 
I eat because I don't want to gain weight’
5 5%
4E) Impact o f
emotions ‘I find that if  1 feel homesick then I do 
not eat.’
1 1%
4F) More sensible (so 
eating healthily)
‘try to make sure that I am eating 
healthily and have a balanced diet.’
4 4%
4G) Avoid unhealthy ‘avoiding unhealthy foods as best I can’ 2 2%
foods
4H) Making effort ‘im not eating as much as i do at home 
because im too lazy most o f the time to 
make big meals and deserts’
6 6%
41) Gone-off food ‘Also 1 struggle with food that goes off, 
so often do not buy vegetables’
1 1%
4J) Sport/energy ‘using more energy than when I was at 
home (work a 50hour week and in spare 
time go snow boarding)’
3 3%
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Appendix F -  Appetite: Notes for contributors
Introduction
Appetite publishes the entire range of research relating to eating and drinking.
Submissions for publication should be relevant to the consumption of or attitudes to 
substances, or to the influences on or the consequences of such choices and appetites. 
Nevertheless, other matters are not excluded if they are important in a particular study.
This journal specializes in cross-disciplinary communication. Therefore, papers 
originating in any scholarly discipline or combination of disciplines are considered for 
pubhcation, following review by peers with research expertise in the main 
discipline(s) involved in the submission.
Types of article:
Full length papers
Full length papers including empirical reports and theoretical reviews are published. 
Reviews may be of any length consistent with succinct presentation, subdivided as 
appropriate to the subject matter.
Special Sections or Issues
Proposals for a themed collection, symposium or commentary should be sent to the 
Contact Editor and appetite@ elsevier.com, listing provisional authors, titles and 
lengths of papers and suggesting Executive, Advisory or Guest Editors with a 
timetable for recorded peer-reviewing, revision and transmittal in the format required 
for pubhcation. The reviews or reports in a special section or issue will be subject to 
the normal process of peer-review.
Commentary sections
Commentary sections may include a keynote paper, brief comments and reply.
Book reviews
The review of a single book should not exceed two printed pages (up to 1500 words 
including topical headings and any references cited). The full bibliographic details of 
the book(s) must be included in the heading, including ISBN(s) and price(s) 
preferably in US dollars and euro or sterling.
Conference Abstracts
Conference Abstracts in guest-edited sets from international multidisciplinary
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conferences are sometimes pubhshed. Ah the abstracts in a set must be limited to a 
total word count of no more than 300 (4 per page), including the title, author name(s), 
one complete postal address and one e-mail address, and a single paragraph of text. 
Tables, Figures and footnotes are not allowed. Any acknowledgements must be given 
within the paragraph. The title of the meeting as the main title, the location and dates 
as a sub-title must be provided to form the heading of the set of abstracts. Any session 
titles, special lectures or other material must fit into the format arid word count for the 
abstracts in that set.
Reports and announcements of conferences and symposium sessions
Appetite publishes reports and announcements of conferences and symposium 
sessions primarily concerned with topics in the range of the journal.
Please note that questionnaires and interview protocols (in Figure form) are not 
pubhshed.
Submission
Submission to this journal proceeds totally online and you wiU be guided stepwise 
through the creation and uploading of your files. The system automatically converts 
source files to a single PDF file of the article, which is used in the peer-review 
process. Please note that even though manuscript source files are converted to PDF 
files at submission for the review process, these source files are needed for further 
processing after acceptance. AH correspondence, including notification of the Editor's 
decision and requests for revision, takes place by e-mail removing the need for a paper 
trail. Submit your article: Please submit your article via 
http://ees.elsevier.com/appetite/.
Referees
Please submit, with the manuscript, the names, addresses and e-mail addresses of 
three potential referees along with your reasons for suggesting them. Note that the 
editor retains the sole right to decide whether or not the suggested reviewers are used.
Preperation
Use of word processing software
It is important that the file be saved in the native format of the word processor used. 
The text should be in single-column format. Keep the layout of the text as simple as
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possible. Most formatting codes will be removed and replaced on processing the 
article. In particular, do not use the word processor’s options to justify text or to 
hyphenate words. However, do use bold face, italics, subscripts, superscripts etc. 
When preparing tables, if you are using a table grid, use only one grid for each 
individual table and not a grid for each row. If no grid is used, use tabs, not spaces, to 
ahgn columns. The electronic text should be prepared in a way very similar to that of 
conventional manuscripts (see also the Guide to Publishing with Elsevier: 
http://www.elsevier.com/guidepublication). Note that source files of figures, tables 
and text graphics will be required whether or not you embed your figures in the text. 
See also the section on Electronic artwork. To avoid unnecessary errors you are 
strongly advised to use the 'spell-check’ and 'grammar-check' functions of your word 
processor. Number all the pages of the manuscript consecutively and make sure line 
numbers are included too.
Article structure
Subdivision - unnumbered sections
Divide your article into clearly defined sections. Each subsection is given a brief 
heading. Each heading should appear on its own separate line. Subsections should be 
used as much as possible when cross-referencing text: refer to the subsection by 
heading as Opposed to simply 'the text'.
Introduction
State the objectives of the work and provide an adequate background, avoiding a 
detailed literature survey or a summary of the results.
Material and methods
Provide sufficient detail to allow the work to be reproduced. Methods already 
pubhshed should be indicated by a reference: only relevant modifications should be 
described.
Results
Results should be clear and concise.
Discussion
This should explore the significance of the results of the work, not repeat them. A
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combined Results and Discussion section is often appropriate. Avoid extensive 
citations and discussion of pubhshed literature.
Conclusions
The main conclusions of the study may be presented in a short Conclusions section, 
which may stand alone or form a subsection of a Discussion or Results and Discussion 
section.
Appendices
Appendices are not encouraged. Critical details of Method should be described in that 
section of the manuscript.
Essential title page information
• Title: Concise and informative. Titles are often used in information-retrieval 
systems. Avoid abbreviations and formulae where possible.
• Author names and affiliations. Where the family name may be ambiguous (e.g., a 
double name), please indicate this clearly. Present the authors' affihation addresses 
(where the actual work was done) below the names. Indicate all affihations with a 
lower-case superscript letter immediately after the author's name and in front of the 
appropriate address. Provide the fiiU postal address of each affiliation, including the 
country name and, if available, the e-mail address of each author.
• Corresponding author. Clearly indicate who wiU handle correspondence at all 
stages of refereeing and pubhcation, also post-publication. Ensure that phone 
numbers (with country and area code) are provided in addition to the e-mail 
address and the complete postal address. Contact details must be kept up to date 
by the corresponding author.
• Present/permanent address. If an author has moved since the work described in the 
article was done, or was visiting at the time, a 'Present address' (or 'Permanent 
address') may be indicated as a footnote to that author's name. The address at which 
the author actually did the work must be retained as the main, affiliation address. 
Superscript Arabic numerals are used for such footnotes.
Abstract
A concise and factual abstract is required. The abstract should state briefly the purpose 
of the research, the principal results and major conclusions. An abstract is often 
presented sqjarately from the article, so it must be able to stand alone. For this reason.
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References should be avoided, but if essential, then cite the author(s) and year(s).
Also, non-standard or uncommon abbreviations should be avoided, but if essential 
they must be defined at their first mention in the abstract itself.
Highlights
Highhghts are mandatory for this journal. They consist of a short collection of bullet 
points that convey the core findings of the article and should be submitted in a 
separate file in the online submission system. Please use Highlights' in the file name 
and include 3 to 5 bullet points (maximum 85 characters, including spaces, per bullet 
point). See http://www.elsevier.com/highlights for examples.
Keywords
Immediately after the abstract, provide a maximum of 6 keywords, using American 
spelling and avoiding general and plural terms and multiple concepts (avoid, for 
example, 'and', 'of). Be sparing with abbreviations: only abbreviations firmly 
estabhshed in the field may be eligible. These keywords will be used for indexing 
purposes.
Abbreviations
Define abbreviations that are not standard in this field in a footnote to be placed on the 
first page of the article. Such abbreviations that are unavoidable in the abstract must 
be defined at their first mention there, as well as in the footnote. Ensure consistency of 
abbreviations throughout the article.
Acknowledgements
Collate acknowledgements in a separate section at the end of the article before the 
references and do not, therefore, include them on the title page, as a footnote to the 
title or otherwise. List here those individuals who provided help during the research 
(e.g., providing language help, writing assistance or proof reading the article, etc.). 
Units
Follow internationally accepted rules and conventions: use the international system of 
units (SI). If other units are mentioned, please give their equivalent in SI.
Database linking
Elsevier encourages authors to connect articles with external databases, giving their 
readers one-click access to relevant databases that help to build a better understanding
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of the described research. Please refer to relevant database identifiers using the 
following format in your article: Database: xxxx (e.g., TAIR: ATI GO 1020; CCDC: 
734053; PDB: IXFN). See http://www.elsevier.com/databaselinking for more 
information and a full list of supported databases.
Footnotes
Footnotes should be used sparingly. Number them consecutively throughout the 
article, using superscript Arabic numbers. Many word processors build footnotes into 
the text, and this feature may be used. Should this not be the case, indicate the position 
of footnotes in the text and present the footnotes themselves separately at the end of 
the article. Do not include footnotes in the Reference hst.
Table footnotes
Indicate each footnote in a table with a superscript lowercase letter.
Tables
Number tables consecutively in accordance with their appearance in the text. Place 
footnotes to tables below the table body and indicate them with superscript lowercase 
letters. Avoid vertical rules. Be sparing in the use of tables and ensure that the data 
presented in tables do not duplicate results described elsewhere in the article.
References
Citation in text
Please ensure that every reference cited in the text is also present in the reference hst 
(and vice versa). Any references cited in the abstract must be given in full. 
Unpublished results and personal communications are not recommended in the 
reference list, but may be mentioned in the text. If these references are included in the 
reference list they should follow the standard reference style of the journal and should 
include a substitution of the publication date with either Unpublished results' or 
'Personal communication'. Citation of a reference as 'in press' implies that the item has 
been accepted for pubhcation.
Web references
As a minimum, the full URL should be given and the date when the reference was last 
accessed. Any further information, if known (DOI, author names, dates, reference to a 
source pubhcation, etc.), should also be given. Web references can be listed separately
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(e.g., after the reference list) under a different heading if desired, or can be included in 
the reference list.
Reference style
Text: Citations in the text should follow the referencing style used by the American 
Psychological Association. You are referred to the Pubhcation Manual of the 
American Psychological Association, Sixth Edition, ISBN 978-1-4338-0561-5, copies 
of which may be ordered from http://books.apa.org/books.cfm?id=4200067 or APA 
Order Dept., P.G.B. 2710, Hyattsville, MD 20784, USA or APA, 3 Henrietta Street, 
London, WC3E 8LU, UK.
List: references should be arranged first alphabetically and then further sorted 
chronologically if necessary. More than one reference from the same author(s) in the 
same year must be identified by the letters 'a', 'b', 'c', etc., placed after the year of 
pubhcation.
Examples:
Reference to a journal pubhcation:
Van der Geer, J., Hanraads, J. A. J., & Lupton, R. A. (2010). The art of writing a 
scientific article. Journal o f Scientific Communications, 163, 51-59.
Reference to a book:
Strunk, W., Jr., & White, E. B. (2000). The elements o f style. (4th ed.). New York: 
Longman, (Chapter 4).
Reference to a chapter in an edited book:
Mettam, G. R., & Adams, L. B. (2009). How to prepare an electronic version of your 
article. In B. S. Jones, & R. Z. Smith (Eds.), Introduction to the electronic age (pp. 
281-304). New York: E-Publishing Inc.
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Changes that would still need to be made if submittihg to Appetite Journal (not 
all of these were suitable when submitting the paper for my portfoho):
a) Put university address, e-mail address and phone number on front page (I did 
not think it suitable including these details in the portfolio)
b) Highlights are mandatory for this journal. They consist of a short collection of 
bullet points that convey the core findings.of the article and should be 
submitted in a separate file in the online submission system. Please include 3 
to 5 bullet points (max. 85 characters per bullet point including spaces).
c) Appendices are not encouraged -  so most of mine would be removed.
d) The ethics approval would be put into a statement to publishers.
e) I would remove my unpublished doctoral references from the reference list -  
‘Unpublished results and personal communications are not recommended in 
the reference list, but may be mentioned in the text’ but for the sake of this 
portfolio they have been included.
f) Rather than an in-text acknowledgment of the abbreviation of pressure to eat, I 
would need to use a footnote -  ‘Define abbreviations that are not standard in 
this field in a footnote to be placed on the first page of the article’. I have not 
done this in this instance as footnotes should be avoided in the portfolio.
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